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Preface 


We who are in constant contact with death appreciate the 
need for guidelines which may help to alleviate in some measure 
the pain, anxiety, and the confusion of the bereaved. There re¬ 
mains an urgent need for a source of guidance which will provide 
the bereaved with as clear an understanding as possible of the 
issues confronting him and as much direction as possible for their 
solution. 

Jacob R. Freid, m.d. 
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Prologue 


The Editors 

I 


The results of most efforts reflect the motivations and impulses 
which originate and sustain them. Viewed in perspective, this 
book owes its meaning to the impelling force of its origin: the | 
loss and grief experienced by both of the editors of this book. I 

Until the publication of BUT NOT TO LOSE and DEATH 
AND BEREAVEMENT, the books which have been digested and | 
combined in this volume, no book covering both emotional and 
practical problems had been published to serve as an aid to the 
grief-stricken person in his recovery from bereavement. 

In order to fulfill the basic philosophy behind the concept of 
a book offering guidelines to the bereaved, the editors have organ¬ 
ized in this one volume a distillation of the thoughts expressed 
in these two recently published works. Both BUT NOT TO LOSE 
(Frederick Fell, Inc., 1969) and the second volume, DEATH AND 
BEREAVEMENT (Charles C. Thomas, 1969) were approached as 
labors of love,” original and definitive books on the subject of 
recovery from deep grief and personal loss. These endeavors were 
conceived of as multicontributor-multidisciplinary books which 
would bring together the counsel of as many authorities in their 
respective fields as possible. One cannot overstate how important 
it was that along with acceptance, these energies were to be devoted 
to a cardinal therapeutic concept, that some form of creativity be 
coupled to the mourning process. 

The decision to proceed was markedly influenced by the in¬ 
terest shown in this project and the encouragement offered by the 
Reverend Robert B. Reeves, Jr., Chaplain of the Presbyterian 
Hospital at the Columbia-Presbyterian Medical Center, and the 
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“blessings"' bestowed by Dr. Lawrence Kolb, Professor of Psychiatry 
and Director of the Psychiatric Institute, Columbia University Col¬ 
lege of Physicians and Surgeons, who granted permission to solicit 
the assistance of members of his staff and who, in addition, volun¬ 
teered the names of a number of individuals outside of the 
university who he thought had an interest in this area and might 
serve as a further nucleus about which to build. 

Some contributors were asked to address themselves to the 
spiritual, or philosophical, or medical needs and problems facing 
the bereaved; others, to the practical problems of everyday exist¬ 
ence; still others, to ways in which to reduce or temper mental, 
physical, or pecuniary complications; others, to a prophylactic or 
therapeutic, psychologic or psychiatric prescription designed to 
lessen the incidence of depression or maladjustment. 

It was understood from the outset that different circumstances, 
different persons, different ages, different bereavement relationships, 
as well as many other factors, all combine to result in a most 
complex individual picture, but we have firmly held to the belief 
that there are certain basic premises which can be used as points 
of departure for the making of decisions on many, if not all, 
problems. Thus, the principal goal of the book is the development 
of a more mature, useful, forward looking, and hopeful understand¬ 
ing of the problem of deep grief and, along with it, the synthesis 
of one or a number of practical and workable approaches to what, 
when, and how to do what can, should, or might usefully be done. 
We set out to provide a multicontributor book which deals with 
reasoned authoritativeness with the disposition of the innumerable 
problems of the bereaved. 

It should be pointed out that the information presented has 
been buttressed by the results of an extensive consensus survey * 
of contributors and professional consultants. Virtually the same sur¬ 
vey was completed by a large group of widows and widowers. Since 
these latter individuals had had the personal experience of intense 
bereavement, it was felt that they would have developed a dis¬ 
tinctive and informative point of view—one which had actually 
evolved from their former despair and hopelessness. Because these 


* The full details of the survey compilation are being prepared for 
separate publication in both the lay and professional literature. Details 
pertinent to this volume have been included in the Appendix. 
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widows and widowers were able to view their experiences in retro¬ 
spect, it was felt that they could offer realistic and valuable answers 
and advice. Much of the information thus compiled proved to be 
of inestimable value in further assuring the authoritative qualities 
of this book. 

Long after the inception of this book, and long after many 
of the contributions had actually been received, an extremely im¬ 
portant facet of the problem was brought into clear focus: the fact 
that relatives and friends, although personally involved, are not 
in as unbiased and detached a position to give constructive advice 
to the bereaved as are the professional experts in the many and 
diverse fields of human care and relations whose views are presented 
here. Relatives are themselves undergoing a reaction to loss, are 
themselves grieving, and hence are in a state of bereavement also 
in relation to the same loved one. 

Gradually, as work progressed, the importance of accepting 
and understanding grief came to be appreciated. This concept 
was to become one of the basic tenets of the books and one which 
it is necessary to comprehend in order to recover from grief. A 
bridge must be built over the painful ground of grief and mourn¬ 
ing, a bridge which will lead to understanding; then, ultimately, 
through understanding, to a release from many anxieties and 
much despair. This concept is not easy for the bereaved to ap- I 
predate; nor is it one which he is prepared to accept in the | 
initial stages of acute loss. 

As the work progressed, the preoccupation of many contribu- | 
tors with the dying patient himself became apparent. It appeared 
logical and necessary to them to explore for the bereaved the 
reaction of the ill patient to his illness and its prognosis, # as 
well as the relationship of the dying patient to those to whom he 
is bound by love. 

In the same frame of reference another area of concern was 
found to be somewhat elusive in relation to its importance and to 
the rewards to be derived from understanding it. This is the extent 
to which an aura of bereavement makes its appearance prior to 


* In the course of the interest which the preparation of But Not to 
Lose engendered, a book for medical and paramedical personnel took 
shape. Entitled Loss and Grief: Psychological Management in Medical 
Practice , it will be published by The Columbia University Press (1970). 
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the death of the chronically or terminally ill patient—when the 
outcome has ben unmistakable for a period of time. There appears 
to be a timetable of grief, oriented to the date of the onset of a 
fatal illness as well as to the date of death of the loved one. This 
timetable, somehow built within us, is one for which we should 
indeed be thankful, for it sequentially relates the period of be¬ 
reavement to a somewhat finite period of time. 

A great complexity of influences affects the intensity of despair 
and the difficulties of recovery. There are specific differences to be 
noted which apply to recovery from grief in relation to death 
following prolonged illness in the young adult, sudden death 
(the heart attack or accident), or suicide. Singular problems and 
differing timetables are also encountered in the case of lingering 
or sudden death in childhood as well as in old age. Grief differs 
with the age, resiliency, reserve powers, and vigor of the bereaved; 
also with the age of the loved one who has died; and, perhaps 
most importantly, with the relationship between the bereaved and 
the one who has died. 

Doubtless, nearly everyone who has experienced deep bereave¬ 
ment will agree that no amount of warning or grieving in advance 
will do more than temper the death event when it comes, but one 
should expect the reactions of the bereaved to differ significantly 
on this basis. To the extent that the bereaved can be brought to 
appreciate this, he will have taken a valuable step in his attempt 
to recover from bereavement. 

And so great stress has been placed on understanding death 
and understanding grief, on dying, on grief in advance of death, 
and on the relationship between those who care for the dying and 
the bereaved. If not of immediate value in the recovery from acute 
paralyzing bereavement, these concepts should be found, in retro¬ 
spect, to be of some comfort. At the same time, it should be noted 
that the comfort and benefits to be derived from such an under¬ 
standing will be dependent upon the events which transpire, their 
timing, the coloring which they impress upon the life of the be¬ 
reaved, and what the bereaved undertakes to do with his life. 

In addition, and of much relevance, the discussion of bereave¬ 
ment had to be broadened to include the profoundly important 
question of remarriage, certainly a matter of critical concern to 
the bereaved spouse or to the parent who has been left without 
a partner. 
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This hue should be added to the tapestry: hope for the 
future. In this context, two bereft families existing formerly as 
fragments, not as a whole, now share with each other the inex¬ 
pressible blessings of renewed hope and love. The families have 
united in loving perseverance to support this project through to 
completion and even to organize the Foundation of Thanatology, 
which is devoted to the furtherance of the objectives of this book 
and the medical text already mentioned. 

Two quotations seem to embody the theme of this book: 
understanding death and grief so that the spirit may recover. 
They express the epitome of the understanding of both death and 
life. The first is attributed to Mrs. Colin Kelly, the widow of the 
Air Force hero of World War II, who at the time of her remar¬ 
riage commented: “Of course you can never forget the past and 
the past will always color the present. But I do not think that you 
should let the past affect the present so much that there can be no 
future.” 

The second quotation was written by the eminent Cleveland 
Clinic surgeon, Dr. George A. Crile, Jr., in his moving book, More 
than Booty , a memorial to his wife, Jane, who had died of cancer. 
It is reproduced here as his contribution to this book: 

Memorial Service 
Kent Road 
Cleveland Heights 

We are gathered together in memory of Jane Crile. If you 
seek her memorial, look about you—in the hearts of her 
family, in the faces of her children, in her writings and in 
her home. Life has been given and life has been taken away. 
Life and death are one, even as the river and the sea are one. 
Death is only a horizon and a horizon is but the limit of 
our sight. 

It is now more than a year since Jane died. For the first few 
weeks there was numbness and obsession with sorrow. Some of it 
may have been because of insecurity. Through the years I had 
become so dependent on Jane that it did not seem I could find 
a way to live without her. But gradually I found I was competent 
to do or arrange for many of the things Jane had always done for 
me. Interest in my work returned. I began again to find pleasure 
in people. 
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As is often the case with those who have been deeply in love 
and the husband or wife dies, I married again. A new life began, 
filled with new interests and with a continuation of the old. 

I still live in the same house. Many of the same birds, the 
wood ducks and the swan, are still in our back yard. Many of 
the relics that Jane and I collected in our travels are about our 
house. But there are no ghosts. Memories that for a time were 
inexpressibly sad have once again become a source of deep pleasure 
and satisfaction. 

Since we know nothing of death except that it comes to all, 
it is not reasonable to be sad for the person who has died. The 
sorrow that once I felt for myself, in my loss, now has been trans¬ 
formed to a rich memory of a woman I loved and the ways we 
traveled through the world together. 


From Two Vantages: 

A Physician-Minister’s Views 

William B. McCullough 


After the initial paralysis as a consequence of loss, when one is 
without direction and feeling, the numbness to all that is happen¬ 
ing changes to disbelief. Particularly toward the unexpected death, 
the bereaved reacts with denial. “It can’t be true.” “There must 
be some mistake.” 

Disbelief gradually gives way to a developing awareness of the 
loss. The transition may take minutes or hours or sometimes days. 
But usually, the full impact of what has happened settles slowly 
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into consciousness. As one begins to become aware of the loss, the 
bodily sensations of distress are quite uniform. 

These symptoms come in waves and appear as one is becom¬ 
ing aware of death as a reality. They may return later during the 
period of bereavement. For the full impact of the loss of a spouse 
or parent or child to be realized requires days and often weeks. 

The religious ceremony usually takes place in the midst of 
developing awareness of loss and it can help to make the loss 
objective. Friends and relatives, by sharing grief or by their con¬ 
cern, provide comfort for the bereaved. The ceremony is also a 
symbolic sharing with the deceased in his death. The religious 
services offer to many people contact with a source of strength 
beyond their own. And they can strengthen the faith and religious 
values that a person held before he faced bereavement. A few 
may find faith that was not present before. But one should not 
chastise himself if he finds no meaning in the services. The numb¬ 
ing and withdrawal of the early reaction may contribute, in many 
instances, to such a lack of significance. The lack of meaning 
should be seen as a phase that is common to believer and non¬ 
believer alike. Because of guilt, one must not deny it, for it may 
be the beginning of a gradual discovery of genuine faith that 
can provide strength to face life in a way that is richer, more 
rewarding, and more significant./ 

As the third stage of mourning begins, active participation 
is required on the part of the bereaved. This is the time of restitu¬ 
tion or “grief work/' the time of working through one’s memories 
and feelings about the deceased. It is the time when one relates 
the past and the future. It is the time when one begins living 
again in a way that is changed radically but yet not changed. It is 
the time when one picks up a book such as this to seek new 
directions and patterns. Comfort, which up to this point, has 
been so important, is now not enough; one must accept the pain 
of bereavement. Most authorities agree that the work of recover¬ 
ing from bereavement requires six to twelve months. 1 This is a 
time of paradox; at the same time it is work and yet it is not 


1 Engel, G. L.: Psychological Development in Health and Disease, 
Philadelphia: W. B. Saunders Co., 1962. 

Noyes, A. U. and Kolb, L. C.: Modern Clinical Psychiatry, Phila¬ 
delphia: W. B. Saunders Co., 1962. 
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work. The memories of the deceased are both sweet and painful. 
The future is frightening and challenging. For most people the 
task cannot be undertaken alone. It is essential that the bereaved 
have someone with whom he can talk—someone who will be able 
to listen. A sympathetic friend who is filled with advice but unable 
to be silent and listen will not do. The listener may be a friend 
or relative who shares a special closeness with the bereaved, or 
who himself has experienced deep grief. It may be a clergyman 
who is able to listen. It may be a psychiatrist or pastoral counselor 
who can be of inestimable help. A word of caution must be said 
to the parent of older children who has lost a spouse. Although 
openness between parent and child is essential one should seek 
another adult in whom to confide his deepest feelings. The child 
needs the parent as a confidant. The parent needs another adult. 

There are some specific areas where conflicts are faced in the 
weeks of grief work and restitution. 

LONELINESS AND SOLITUDE. Everyone who faces the 
death of a person whom he has loved feels profound loneliness. 
This is to be expected, for every death means parting, separation, 
and isolation. 

The word “loneliness'’- describes the pain of being alone. But 
there is also another word for being alone: “solitude.” Solitude 
expresses the glory of being alone. The transition from loneliness 
to solitude is not clear cut. But both states often exist together 
in the same experience. One requires the courage to face lone¬ 
liness, to dare to be alone. It is the experience, of many that to 
face the intensity of loneliness and its true pain is to change lone¬ 
liness into solitude; the power of loneliness is destructive only 
when we run from it. To experience it fully is to change it into 
solitude. In solitude we come to meet ourselves as we truly are. 

ANGER. At the very time one needs and can benefit from 
“talking through” one's feelings with a close friend or relative, 
there is a genuine tendency to avoid people, often a withdrawal 
from friends and relatives. Most bereaved people experience a dis¬ 
concerting loss of warmth in relationship to other people.2 The 
irritability that the bereaved person feels is surprising and often 
inexplicable to him. But the anger should be recognized and not 
suppressed. It is neither right nor wrong, but appears to be a 


2Lindemann, E., American Journal of Psychiatry, 101: 141, 1944. 
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part of bereavement. When it is expressed, most people will 
accept and understand it—especially those who have themselves 
experienced acute grief. 

GUILT. Frequently the bereaved is overwhelmed by a feeling 
of guilt. The possibilities of rectifying past errors or of carrying 
out our basic desires for a person are suddenly ended. Certainly 
prolonged and paralyzing feelings of guilt should encourage the 
grief-stricken person to discuss them with a professional counselor. 
But guilt is often resolved in knowing that these intense feelings 
are a common experience in facing the death of a loved one. 

Our closest relationships are never perfect, and there is always 
a valid basis for guilt. We must deal with this genuine guilt in the 
light of forgiveness, which is a part of any love relationship. The 
highest love of man, like the love of God, accepts us as we are, 
demanding nothing of us but to be what we are. 

WEEPING. At the very heart of mourning is weeping. It 
has a basic value which helps us to deal with sorrow and grief 
and appears to be an indispensible means for the sorrowing human 
being to regain emotional stability. In our society, crying is 
generally natural for women, but not for men. The culture in 
which we live usually dictates the way in which we weep. Some 
cultures expect loud lamentation, whereas others shun public 
displays of grief. To the extent that we are products of these 
cultures, the expected responses may well be ours also. But often 
a person has moved away from the culture to which he returns 
at the time of bereavement, and his own make-up requires different 
expressions of grief from those demanded by the culture. It is 
important for the bereaved to express freely his own form of 
weeping. He must avoid the rigidity of behaving only as he is ex¬ 
pected to. Sometimes, it is necessary to seek actively for the place 
—alone or with understanding friends or with a counselor— 
where he can yield to the inner tensions of grief in a way that 
comes from the depths of his own being. 

ASKING WHY. Save for the aged, whose life "has been lived,” 
death comes as a tragedy. The physician often turns off or tones 
down his feelings because he is confronted with death day after 
day. The clergyman, all too often feeling the need to provide 
an answer, misses the depth of the tragedy. The bereaved finds 
himself on the battlefield where tragedy and hope fight each other 
without victory. Perhaps the beginning of understanding is this 
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human despair. Perhaps it is only here, standing empty-handed, 
throwing away the straws we have grasped, that we can hear a 
voice from a dimension other than that in which we ordinarily 
live. Here, where reason has been exhausted, we can be open to a 
deeper and higher dimension of life. It is in despair that we meet 
faith as it comes to us “from without”—faith as a gift. 

The experience of many is that the acceptance of death as 
a tragedy which we cannot explain does not cast them into des¬ 
pair, but rather gives them new strength. In facing tragedy, some¬ 
thing happens to them to give them meaning and a drive toward 
the future. What one calls this experience is of secondary im¬ 
portance. What is primarily important is the assurance that in the 
helplessness of despair, something happens to one. Gradually, often 
at first imperceptibly, the bereaved experiences renewed interest 
and direction, and realizes he has been granted the gift of the 
work of mourning. 


Covering Our Sackcloths 

Sidney Greenberg 


Rare indeed is the individual without a sackcloth. Some of us 
wear the sackcloth of a deep frustration—a career to which we 
aspired but did not attain, a heart we sought but failed to win. 
Some of us wear the sackcloth of a haunting sense of inadequacy, 
or a deeply bruised conscience or an aching void left by the 
passing of a loved one. Blasted hopes, unrealized dreams, anguish 
and grief—is any life unfamiliar with them? Is not the sackcloth 
the common garment of all men? But doubly tragic are those 
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who have not learned to cover their sackcloths; who have made 
of it their outer garment. 

If we would learn to wear life's sackcloths properly, we must 
cover them with the Robe of Understanding. We must realize 
that, as the Bible puts it, “Man is born to trouble." Trouble, far 
from being a gate-crasher in life's arena, actually has a reserved 
seat there. Human life is attended at its beginning by the piercing j 
cries of the infant and at its end by the agonized wailing of the 
bereaved. In between, there is sadness, heartbreak, disease. For that 
reason, the great tragedians of literature have not wanted for 
themes. All they had to do was to observe life carefully and report 
it faithfully and the tragedy spelled itself out. “Man is born to 
trouble." 

If we accept realistically life's sombre backdrop, then the mani- i 
fold blessings we enjoy will emerge in bolder relief. The love 
which nourishes us, the friendship which warms us, the beauty 
which inspires us, the health which sustains us—all these and the 
countless other blessings which are ours will be all the more grate¬ 
fully welcomed. 

It is not enough to merely accept trouble; we must do more, j 
We must learn to use trouble and convert it into a stepping stone 
to triumph. For that we need the Robe of Wisdom. 

The fact is that some of life's most valuable lessons can be 
and have been learned precisely in the crucible of adversity. We 
discern most clearly many a basic truth of life when our eyes are 
dimmed by tears. 

Thirdly, there is the Robe of Service. 

Trouble and sorrow naturally make us think only of our¬ 
selves. But after the first impact of the blow has worn off, our 
emotional recovery depends upon our ability to forget ourselves. 
And there is no better way of forgetting about ourselves than by 
thinking of and serving others. 

The last and most significant robe with which we might cover ; 
our sackcloths is the Robe of Faith—faith in the immortality of j 
the souls of our beloved. 

When death robs us of a loved one, the pain of parting can 
be assuaged through our faith that the essence of our beloved 
lives on not only in our hearts and in our memories but more 
especially with the author of life Himself. 

We cannot eliminate life’s scars upon our souls for we should 
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not be true to life. Nor can we permit them to be prominently 
viewed, for they would then make life ugly and unlivable. 

We must learn to cover the scars upon our souls, the sack¬ 
cloths upon our flesh. With the Robe of Understanding which 
teaches us to accept trouble as part of the price we pay for being 
human; with the Robe of Wisdom which helps us use trouble, and 
convert it into triumph; with the Robe of Service which enables 
us to recover our own strength while at the same time bringing 
strength to others; with the Robe of Faith which whispers com¬ 
forting assurance that the soul is mightier than death; with these 
robes, let us cover our sackcloths and thus make the portrait of 
our lives beautiful and inspiring to behold. 


How We Should Mourn 

Jack Stern , Jr. 


It has been said that there are three ways to mourn. The first is 
to weep . 

But we may weep only if we do not weep too long, only if 
the spark of our own spirit is not quenched by a grief too drawn 
out, only if we do not indulge ourselves in the luxury of grief 
until it deprives us of courage and even the wish for recovery. 

The second way to mourn is to be silent : to behold the mystery 
of love, to recall a shared moment to remember a word or a glance, 
or simply, at some unexpected moment, to miss someone very much 
and wish that he or she could be here. The twinge lasts but a 
moment and passes in perfect silence. To weep. To be silent. 

The third way to mourn is to sing : to sing a hymn to life, 
a life that still abounds in sights and sounds and vivid colors; 
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to sing the song our beloved no longer has the chance to sing. 
We sing the songs of our beloved; we aspire to their qualities 
of spirit; we take up their tasks as they would have shouldered 
them. 


Thoughts on My Wife’s Death 

Jacob Philip Rudin 


In the face of loss, it seems proper to ask the old questions. 

“Why did it happen to her who was so good and so faithful?” 

“If it could happen to her, what is the meaning of all that 
we are and of all that we do?” 

“And where is the justice in the world?” 

These are natural questions; but natural though they be, they 
are not the most helpful questions. 

They are not good questions, because they do not make the 
right assumptions about life. 

What are the right assumptions then? Life isn’t a matter of 
comparisons: my life in terms of someone else’s life; nor a series 
of measurements: the number of my years versus the number of 
somebody else’s years; nor a contrast in human values: my joys 
against another’s joys, my sorrows against another’s, one way of 
death against another way of death. 

The judgment of a life is not in the mathematics of the years 
nor in the sum of birthdays and anniversaries. It is not saying 
anything important to say that a life is longer than another’s or 
that goodness has been rewarded in the years that are many and 
the manner of death gentle, as in a sleep. 

No life can be equated with another life. Each person belongs, 
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first of all, to himself. He is a person within himself. He reaches 
out from within himself, and he touches lives around him. But 
the brightness of the outgoing light depends upon the intensity 
of the flame within, and the strength imparted to another derives 
and flows from power created inwardly. The goodness of one life 
is not greater because the goodness in another life is less. The 
glory of one life is not less incandescent because the glory of 
another life is brighter. The fulfillment in one life does not de¬ 
pend on, nor is it to be measured by, the fulfillment in another 
life. 

God must not be reduced to a cosmic Bookkeeper Who doles 
out the years, so many to one person, so many to another. His 
justice is not to be reckoned in terms of His generosity with years 
bestowed: proclaimed a God of goodness if the years are many, or 
a God of wrath if the years are few and the road difficult and 
filled with the stones of heartbreak and the boulders of despair. 
God is not in the measurement nor in the comparison of life with 
life, reward with reward, blessing with blessing, hard death or 
easy death. 

Where then is He? Where is He in anyone's life? How does 
He declare Himself? How is He manifest? 

These are the right questions. They are right because they 
have validity in terms of life and in terms of the meaning of life. 

God is in the quiet gratitude of joys. He is in the victory of 
courage. He is also in humor. 

What blessed gifts: gratitude for joy, strength for trouble, 
and laughter for them both. 

These are the answers to life and to death. These are the 
values. Here is where they are to be found, and not in the number 
of years and not in comparisons with other lives and other’s gifts 
and destinies. 
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hazards. To accept the fact and the feelings as well as the emotional 
support provided may be a major resource in hastening the process 
of wise grief management. 

An understanding of the meaning of grief as a profound 
emotion and the other side of the coin of love, gives a sounder 
base for interpreting the meaning of life itself as well as a signific¬ 
ant structure of values for living. Furthermore, an understanding 
of grief supports a kind of courage that is not afraid to live because 
it is not afraid to recognize that life must be lived within mortal 
bounds. A wise reexamination and an imaginative development of 
resources may make it possible for us to understand clearly and to 
manage wisely the powerful emotions of grief so that life grows 
through the process and is not destroyed by it. 


Christianity and the Experience 
of Death 

Walter Debold 


At the graveside, family and friends recite what is sometimes called 
a New Testament psalm, which begins, “Blessed be the Lord, the 
God of Israel, for he has visited his people. . .” 1 It is customarily 
referred to as the “Benedictus,” from its first word in the Latin 
version. Saint Luke reports it as first uttered by Zechariah, the 
father of John the Baptist. That first utterance was on the occasion 
of the circumcision of his son. The prayer contains the elements 


i Luke 1, 67. 
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first of all, to himself. He is a person within himself. He reaches 
out from within himself, and he touches lives around him. But 
the brightness of the outgoing light depends upon the intensity 
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is not greater because the goodness in another life is less. The 
glory of one life is not less incandescent because the glory of 
another life is brighter. The fulfillment in one life does not de¬ 
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out the years, so many to one person, so many to another. His 
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bestowed: proclaimed a God of goodness if the years are many, or 
a God of wrath if the years are few and the road difficult and 
filled with the stones of heartbreak and the boulders of despair. 
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life, reward with reward, blessing with blessing, hard death or 
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Where then is He? Where is He in anyone's life? How does 
He declare Himself? How is He manifest? 

These are the right questions. They are right because they 
have validity in terms of life and in terms of the meaning of life. 

God is in the quiet gratitude of joys. He is in the victory of 
courage. He is also in humor. 

What blessed gifts: gratitude for joy, strength for trouble, 
and laughter for them both. 

These are the answers to life and to death. These are the 
values. Here is where they are to be found, and not in the number 
of years and not in comparisons with other lives and other's gifts 
and destinies. 



Why You Should Understand Grief: 
A Minister’s Views 

Edgar N. Jackson 


It is important for us to know what grief is and how it works, for 
we have discovered that it is a major source of illness and distress 
to body, mind, and spirit. Research in psychosomatic medicine 
shows that some forms of illness are the means by which the human 
organism acts out its grief. Admissions to general hospitals are 
higher among the grief-stricken than among the general popula¬ 
tion. Admissions to hospitals for those with mental and emotional 
ailments clearly indicate a form of depression that is related to 
grief. Among the griefstricken, spiritual crises develop marked 
by a loss of meaning for life and active despair. The percentagej 
of suicides, both actual and attempted, among the grieving is 
above average. These things emphasize the importance of underj 
standing what takes place in grief. 

Grief is often camouflaged. In some it may appear as a subtle 
change of character. In others it may take the form of increased 
dependence on sedation, tranquilizers, or alcohol. In still otheri 
grief may be acted out as aggression and hostility or dependency 
and indecision. 

Sometimes the person in grief is so puzzled by the feelings 
and physical symptoms that possess him that he feels he is be¬ 
coming emotionally disorganized. For a short period of time the 
bereaved may well show symptoms and suffer feelings out of the 
ordinary. 

Physically, these symptoms may involve the breathing ap- 
32 
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paratus, with shortness of breath, choking up, sighing, crying, and 
sometimes hysterical reactions. On a short-term basis this is quite 
normal and nothing to be alarmed about. The digestive system 
may also be affected by nausea, loss of appetite, loss of sphincter 
control, or compulsive eating and drinking. These symptoms, too, 
are quite within the range of the normal on a short-term basis. 
Also, there may be generalized responses, with weakness of the 
large muscle systems, dizziness, faintness, and an over-all feeling 
of distress. This, too, is quite within the range of the normal on 
a short-term basis. 

The abnormal tends to show up when the normal responses 
are prolonged over extended periods of time, or when they do 
not show up at all. The person who shows no feeling may be in 
more difficulty than the one who does. We do not choose whether 
or not we have feelings, but only how they will be managed. When 
feelings are so powerful that they cannot be coped with, they 
are apt to be repressed, denied, or detoured into other behavior 
forms that act out the feelings through the body in illness, through 
the emotions in personality change, or through the mind in disrup¬ 
tion of the basic value structure of the individual. 

The seriously disturbed person, who is unable to function 
normally in meeting his own needs or in his basic relationships 
with others, needs special help and should have the benefits of 
treatment by those who are qualified according to accepted pro¬ 
fessional standards. 

Grief work is the natural process by which the emotions re¬ 
organize themselves to cope with the loss and re-establish healthful 
relationships. The essential processes of grief work are, first, the 
facing of the physical reality with all of its implications; second, 
the recognition and expression of the emotions that are relevant to 
the physical event; third, the process of working through the 
emotions by talking them out in visitations and family events or 
with trusted counselors, and also by acting out the deep feelings 
through appropriate rites, rituals and ceremonials. These tend 
to create an atmosphere of acceptance of the emotions at the same 
time as they confirm the reality of the event. Fourth, is the ac¬ 
ceptance of emotional support from the general community, the 
religious or spiritual community, and the supportive family. The 
grief-stricken are probably more dependent emotionally than at 
any time since early childhood. To deny this may create emotional 
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hazards. To accept the fact and the feelings as well as the emotional 
support provided may be a major resource in hastening the process 
of wise grief management. 

An understanding of the meaning of grief as a profound 
emotion and the other side of the coin of love, gives a sounder 
base for interpreting the meaning of life itself as well as a signific¬ 
ant structure of values for living. Furthermore, an understanding 
of grief supports a kind of courage that is not afraid to live because 
it is not afraid to recognize that life must be lived within mortal 
bounds. A wise reexamination and an imaginative development of 
resources may make it possible for us to understand clearly and to 
manage wisely the powerful emotions of grief so that life grows 
through the process and is not destroyed by it. 


Christianity and the Experience 
of Death 

Walter Debold 


At the graveside, family and friends recite what is sometimes called 
a New Testament psalm, which begins, “Blessed be the Lord, tie 
God of Israel, for he has visited his people. . .“ 1 It is customari! y 
referred to as the “Benedictus,” from its first word in the Latin 
version. Saint Luke reports it as first uttered by Zechariah, the 
father of John the Baptist. That first utterance was on the occasio n 
of the circumcision of his son. The prayer contains the elements 


i Luke 1, 67. 
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of praise, remembrance, and thanksgiving that are characteristic 
of the Judaic tradition. It has many applications in the Christian 
ritual, but it is invariably a prayer of “beginnings/’ Therefore 
its usage in the burial rite is significant: it implies that this death 
is not so much an end as a beginning. One verse is an echo of 
Isaiah 9, 1. It speaks of “our God who from on high will bring 
the rising Sun to visit us, to give light to those who live in dark¬ 
ness and the shadow of death, and to guide our feet into the 
way of peace/' 2 

There are countless other passages in the Christian scriptures 
that are calculated to console one in the face of death. Some hint 
at, and others plainly promise a deathless life to come. 

For Catholics there are several texts that are capable of in¬ 
structing and, simultaneously, consoling those who mourn. The 
mass on the day of burial incorporates two readings. One is from 
Paul’s first letter to the Thessalonians, in which he offers comfort 
by the promise of resurrection: 

We want you to be quite certain, brothers, about those 
who have died, to make sure that you do not grieve about 
them, like the other people who have no hope. We believe 
that Jesus died and rose again, and that it will be the same 
for those who have died in Jesus: God will bring them with 
him. We can tell you this from the Lord’s own teaching, that 
any of us who are left alive until the Lord’s coming will not 
have any advantage over those who have died. At the trumpet 
of God, the voice of the archangel will call out the command 
and the Lord himself will come down from heaven; those 
who have died in Christ will be the first to rise, and then 
those of us who are still alive will be taken up, in the clouds, 
together with them, to meet the Lord forever. With such 
thoughts as these you should comfort one another. 2 3 

The second reading in the funeral mass is from the Gospel 
according to John. It offers comfort by recounting the dialogue 
between Jesus and the bereaved sister of the dead Lazarus. Christ 
presents himself as the one on whom the Christian hope for eternal 


2 Luke 1, 79. 

3 Thessalonians 4, 13-18. 
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life is based: he uses a mystery-filled expression, “I am the 
resurrection/* 

Martha said to Jesus, “If you had been here, my brother 
would not have died, but I know that, even now, whatever 
you ask of God, he will grant you/* “Your brother/* said 
Jesus to her, “will rise again/* Martha said, “I know he will 
rise again at the resurrection on the last day/' Jesus said, 
“I am the resurrection. If anyone believes in me, even though 
he dies he will live, and whoever lives and believes in me will 
never die. Do you believe this?** “Yes, Lord/* she said, “I 
believe that you are the Christ, the Son of God, the one who 
was to come into this world.'* 4 


Gordon K. Blunt 


We Christians believe that no event or circumstance can 
separate us from God. Therefore, we venture forth facing deatlji 
as an opportunity to bear witness to that faith within us. Thait 
God in Jesus Christ has conquered death and can raise His 
children from death to eternal life. “We do not sorrow as those 
without hope.** We believe that life does not end in this world 
but has eternal significance. I 


4 John 11, 21-27. 
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Read the 23rd Psalm again and reflect fully on its meaning. 
“The Lord is my shepherd. I shall not want. He maketh me 
to lie down in green pastures. He leadeth me beside the still 
waters. He restoreth my soul . . . And yea, though I walk through 
the valley of the shadow of death I will fear no evil for Thou 
art with me/' Oh, to discover this in the midst of grief is man's 
greatest victory! 



The Christian Faith: 


Selected Quotations 

Robert B. Reeves, Jr. 


God grant me the serenity to accept the things I cannot change* 
courage to change the things I can; and wisdom to know the 
difference. I 

Reinhold Neibuhr 


Do not look forward to what might happen to-morrow; the 
same everlasting Father who cares for you to-day will take care of 
you to-morrow, and every day. Either He will shield you from 
suffering, or He will give you unfailing strength to bear it. Bp 
at peace then, and put aside all anxious thoughts and imagination^. 

St. Francis de Sales 

Lord, make me an instrument of your peace. 

Where there is hatred ... let me sow love. j 

Where there is injury . . . pardon. 

Where there is doubt . . . faith. j 

Where there is despair . . . hope. 

Where there is darkness . . . light. 

Where there is sadness ... joy. 

O Divine Master, grant that I may not so much seek 
To be consoled ... as to console. 

To be understood ... as to understand, 

To be loved ... as to love, 

For 
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It is in giving . . . that we receive. 

It is in pardoning, that we are pardoned. 

It is in dying . . . that we are bom to eternal life. 

St. Francis of Assisi 


The Christian Funeral 

Gordon K . Blunt 


THE FUNERAL SERVICE AND ARRANGEMENTS 

The following comments and suggestions are made with the inten¬ 
tion of clarifying certain misconceptions and presenting facts that 
might otherwise be overlooked. Your minister will be most willing 
to discuss them with you. 

1. A funeral should bring comfort and courage to the be- p 
reaved and others in attendance. The mood should be one of j 
exultation, glorifying God for the triumph of His love over death. \ 

2. Since a funeral is a service of worship, it is appropriate 
that it be held in the church. The major events of an individual's 
religious life—his baptism, communion, and marriage—occur in 
the church; the funeral should be held there, also. Arrangements 
for the privacy of the family can be made. 

3. All music, instrumental or vocal, should be in keeping ^ 
with the convictions of the Christian faith. It should sustain the 
note of strength, solace, faith, and triumph. As in other worship < 
services, the congregation may join in the singing of hymns. ' 

4. The service should be conducted with dignity and simpli¬ 
city. The Funeral Service from the Book of Worship is most 
appropriate. 
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5. As a further affirmation of God's power over death, the 
casket should remain closed. The focus of attention should be on 
some significant Christian symbol which directs our thought 
toward God. 

6. A private service at the time of burial or cremation may 
be held by the family. This may be followed by a memorial service 
in the church. 

^ 7. The casket flowers and other appointments should not be 

ostentatious and unduly expensive. The love and affection of the 
bereaved cannot be measured by such elaborateness. Obligations 
incurred during the funeral should not be so great as to be a 
continuing drain on the resources of the survivors. 

8. The family might encourage simplicity by suggesting that 
friends send memorial gifts to some appropriate charity. 

9. Ceremonies of organizations other than the church should 
not be a part of the worship service. Their services may be held 
at a more appropriate time, usually at the graveside. 

>/ 10. A viewing of the body at the mortuary by the family and 
friends prior to the service may soften the shock and help the 
bereaved. 

11. The manner of disposition of the body is of no religious 
significance within the Protestant faith. In most states the law 
permits disposition of the body without embalming. Disposition 
by burial or cremation is equally acceptable. The choice is left 
to the family. 

12. The medical practice of transplanting parts of the bod)[ 
from a person who has died to one who is alive is morally accepj 
able to the church. An autopsy, or the use of the body for medical 
research, advances medical knowledge and sometimes reveals facts 
that are important to the health of the remaining members or 
the family. Such practices are encouraged. 



Judaism and the Experience 
of Death 

Irwin Blank 


Perhaps, in the refusal of orthodox Judaism to permit flowers to 
adorn the coffin or the grave, and in observing the custom of 
having relatives or friends fill in the grave with earth, the purpose 
is served of requiring the participant to integrate into his life 
the experience of death so that the experience of death, source 
of grief that it is, will nevertheless urge us to use well the time 
we have. 

The formal mourning period immediately following burial 
may last either one week or three days, depending upon the cir¬ 
cumstances of the family of the deceased. The overriding concept 
is that the ultimate state of existence is to be totally engaged in 
the act of living. If the observance of a formal mourning period 
should place the individual in a state of privation concerning his 
economic well being, it is best that he return to his normal duties 
by observing the shorter period of formal mourning known as 
Shiva. 

The period of mourning is a period for reassessing our rela¬ 
tionship with the deceased and integrating into our lives the pro¬ 
found sense of loss, reorienting ourselves so that we can go for¬ 
ward true to the ideals which our dear one imparted to us, 
fulfilling his hope that those who survive him would carry on 
with his unfinished work. 

Thus, the sabbath which falls during the Shiva period is to be 
observed without any public display of mourning. The mourners 
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are to pray in the midst of the congregation and to shed any signs 
of mourning in their dress. The process of return to the routine 
of life begins even during the period of most intense mourning. 
To be true to the memory of the dead is to continue the process 
of living. 

The Kaddishy the prayer most closely associated with mourn-i 
ing, which is said at the graveside and thereafter at each memorial 
commemoration (called the Yahrzeit), does not speak of death ad 
all. It is, instead, a hymn to glorify, praise, and magnify God, the 
source of life and blessings. Thus, in time of grief, the mourned 
is called upon to reaffirm his faith that the Giver of Life intends 
life to be a blessing. Similarly, when the Jew has just learned of 
a death, he is called upon to affirm Boruch dayan ernes, “Blessed 
be the righteous judge.” | 

The rabbinic teaching is that one should not comfort thp 
mourner while his dead is still before him, in other words, prior 
to burial. The understanding behind this is probably that griejf 
is the natural expression of a significant relationship which hap 
just been terminated; to comfort the mourners prematurely is to 
insult the significance of the relationship. Therefore, at least be¬ 
fore burial, the mourners should not be comforted. Some members 
of the Jewish community interpret this to mean there should tie 
no visiting of the mourners prior to the funeral, in a funeral home 
or elsewhere, that the mourners should be permitted an un¬ 
obstructed period of time with their dead without the presence 
of friends. There is much wisdom in this point of view, for all 
too frequently does one hear well-meaning friends attempt in¬ 
adequate interpretations concerning a death; or, in an effort to 
offer consolation, they may recall memories which run counter to 
the painful fact of death and which, in fact, may confuse tjie 
emotions of the mourners, who may not know whether to smile pr 
cry. There is a time for weeping, and this period is not the tiitie 
for consolation. 

For those not directly related to the deceased, there are t^vo 
religious obligations: one is to comfort the mourners; the otljer 
is to accompany the dead to his burial place. (The Hebrew word 
for funeral is livayah, which literally means “to accompany. ) Ac¬ 
companying the dead to his last resting place is a sign of resppct 
and also of concern that the burial be proper. Today, many Who 
attend the funeral service do not necessarily go to the cemeteby. 
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Following burial, there is generally a mourners’ meal, which 
is held at the place where Shiva will be observed. This is con¬ 
sidered to be the first act of consolation. The mourners’ meal 
should not be conducted as a celebration. It is, however, one of 
the first steps in bringing the mourner to accept the fact that his 
own life and relationships must be resumed, for to permit his 
grief to embitter him would not be a suitable tribute to the 
deceased. 




Helpful Knowledge 
About The 
Experience Of Death 



A Funeral Director 
Talks About the Funeral 

Forest G. Wikoff, Jr. 


To people in all ages and cultures of history, the disposition o 
the dead has seemed a solemn act requiring group concern for its 
fitting ceremonial observance. Out of a sense of loss, grief, myster), 
or terror, men of all times developed patterns of conduct to sup¬ 
port their behavior during bereavement. The need to provide 
for the disposition of the dead with appropriate observance and 
ceremony is rooted in the very nature of our morality. Thu*, 
religious beliefs have had a primary influence upon funeral and 
burial customs, as well as the reactions to grief among divergent 
cultures throughout the world. 

Accordingly, the emphasis upon the funeral is not one o£ 
preoccupation with death and the dead; our primary concerj 
is with life and the living. 

When a death occurs in our society, a supportive proce$s 
conducted by the funeral director begins. 

Normally, the body of the deceased is removed from the 
place of death to the funeral home shortly after death occurs. 
The funeral director will then make plans to meet with the 
family at an opportune time and begin the arrangement of the 
actual details of the service. A family will often verbally exprejss 
at this time the many conflicting emotions which have come 
the surface as a result of their particular loss. This “letting-loosi i” 
is often the first opportunity to share their grief with someone 
who can be understanding and helpful. 
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The survivors are now faced with the task of making the 
first of a number of decisions. First, the funeral director must 
obtain the information for death notices, the burial permit, and 
other documents that advise the community that a life has been 
terminated. There are details of the service to arrange, religious 
and fraternal rites to consider, friends and relatives to contact, 
pallbearers to notify, and cemetery arrangements to be made. At 
a time when decisions are hard to make, there seem to be a suc¬ 
cession of requirements that must be met and resolved. The casket 
must be chosen, a time for the service set, clergy notified, and even 
transportation to and from the cemetery must be discussed. Here, 
the funeral director offers guidance and counsel. He can, in many 
instances, anticipate in advance and handle quietly and with 
dignity many of the details. 

Providing the proper atmosphere and environment for the 
calling hours enables the family to receive their friends, and at 
the same time gives the friends and relatives the opportunity to 
convey their feelings. 

Many people seem uncomfortable when calling upon the 
bereaved at a funeral home, often finding it very difficult to 
express their sympathy; and it is well for the bereaved to accept 
the full measure of warmth which is offered by the words, "I'm 
sorry!" or by just a firm handshake. 

Even to the nonreligious, the funeral provides a number of 
valuable functions. The individual is compelled to cast aside 
factitious attitudes toward life and death, and is brought face to 
face with his own mortality. The reality of death is reinforced, 
Unless we can accept the reality of death, we cannot make the 
new adjustments to life which are necessary. If we do not face 
death wisely, we are in danger of living in a state of illusion and A 
unreality. / 

The funeral should provide the climate of acceptance wherein 
authentic feelings may be recognized and expressed. 



Etiquette for the Bereaved 


Elizabeth L. Post 


No changes in etiquette have been more drastic over the last 
twenty-five years than those concerning the wearing of mourning 
attire. Years ago the regulations were prescribed exactly, according 
to the closeness of the mourner to the deceased. One was expected 
to wear a certain degree of mourning for a certain length of time 
as a sign of respect. This attitude has changed completely, and wife 
have come to realize that wearing black clothing and displaying 
an air of tragedy and martyred resignation have little to do with 

our innermost feelings. j 

An increasing number of people today do not believe in going 
into mourning at all. There are some who believe, as do tht 
religious of the East, that, instead of mourning an earthly lods 
selfishly, great love should be expressed by rejoicing in the rebirth 
of the loved one’s spirit. Few not brought up in those religions can 
attain such an entirely selfless attitude. Most simply do their best 
to keep occupied, make their adjustments to living without the 
loved one, and avoid casting the shadow of sddness on those aroun^l 
them. The sooner the bereaved can turn his thoughts away from 
his pain and resume an active life, the better. Mourning is la 
continual reminder of loss; therefore, it can only delay the returta 
to normal living. 


A WIDOW’S MOURNING ATTIRE 


There are still many wives, especially among the older genera 
tion, who do want to wear mourning attire for a time, either as ' 
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sign of respect for the deceased or as a protection against intrusion 
into their private grief. Six months is the maximum length of time 
a young widow should wear deep mourning. An older woman 
might continue to do so for a year, but this is most unusual. A 
more practical method is to buy black clothes appropriate for the 
season of the year and when the season changes return to regular 
clothing. This is reasonable because it avoids the expense of a 
second mourning wardrobe. 

Even during first, or deep mourning, unrelieved black should 
not be worn to work. This evidence of innermost feelings has no 
place in the impersonal world of business. If the widow wishes 
to wear black or gray, it should be relieved with a touch of white 
or soft color. No matter what she wears at other times, she will 
never be criticized for wearing her ordinary wardrobe at work. 

Deep mourning should also be set aside when the widow is 
indulging in any sport. For golf, tennis, swimming, or whatever 
she enjoys, she wears the appropriate costume of conservative style 
and color. 

When a widow is asked to be a bridesmaid, she wears the same 
clothes as the rest of the bridal party. 

When a woman becomes interested in another man—and there 
is no reason that she should not—she leaves her mourning aside. 

Wearing mourning for other than a husband or wife has be¬ 
come so rare that it is hardly worth discussing. Suffice it to say that 
one season—two or three months—would be the maximum period 
of mourning for a sister, a brother, a parent, or a child. 


MOURNING ATTIRE FOR MEN 

Wearing a black armband, a black tie, and black socks with 
regular suits is so easy and so inexpensive that some men choose 
to do so when mourning the death of a wife. However, as in the 
case of a bereaved woman, it is entirely up to the individual. In 
any event, he restricts the length of time to a few months, although 
he may continue to wear a black tie for a year. In the country he 
wears his regular sports clothes. 
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THE BEHAVIOR OF THE FAMILY 
AFTER THE FUNERAL 

The sooner the life of the family returns to normal after the 
funeral, the better. The many things that must be attended to 
may seem like insurmountable burdens, but the necessity of taking 
prompt and proper care of them and of having to turn one’s 
thoughts to others is a great help. 

A letter of thanks must be written to the clergyman in ap¬ 
preciation of his services. The pallbearers and others who also 
performed some service must be thanked. The gifts of flowers 
or contributions in lieu of flowers must be acknowledged and each 
handwritten note of condolence answered. 

The return of the family of the deceased to an active social 
life is, like the wearing of mourning, up to each individual. As soon 
as he (or she) feels up to it, a person who has lost a husand or wife 
may start to see friends and go to their houses, to attend movies, 
sports events, classes, and meetings. For a few weeks, he will prefer 
to stay away from dances and parties, and he will surely be criticized 
if he does not do so. He must, however, continue to pursue his 
career or fulfill his duties if he is in public life, no matter what 
sort of appearances it may entail. 

A man or a woman may start to have dates when he or she 
feels like it, but for a few months they should be restricted to eve¬ 
nings at home or with friends, or movies, theaters, and other in¬ 
conspicuous activities. 

Young children are never put into mourning attire. They wear 
their church clothes to a funeral; otherwise they wear the clothes 
they would wear ordinarily. They should return to school, partici¬ 
pate in their regular activities, and attend after-school entertain¬ 
ments after the day of the funeral. 

Older children do not wear any sign of mourning but may 
choose to stay away from school for a few days. They should take 
part in all school activities as soon as they return and should 
resume their ordinary amusements. For two or three weeks after 
the death of a parent, however, they should avoid dances, proms, 
and large parties. 
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MEMORIALS 

Many bereaved families wish to make a material gesture to 
honor their dead. For the wealthy, this may take one of many 
forms, from the erection of a monument to the donation of a 
piece of equipment to the hospital that cared for the deceased. 
This type of memorial does not call for a great deal of discussion 
here because its very nature requires that it be considered care¬ 
fully, and that time will be necessary for extensive planning before 
it can be done. The advice of other people will be involved, and 
that will put an automatic restraint on those who might otherwise 
go emotionally overboard. 

Most of us, however, are not in a position to provide an enor¬ 
mously expensive memorial, and the gravestone we choose for our 
loved one is the only permanent memorial that will exist. The 
stone, therefore, and the inscription on it, should be chosen with 
great care. The worst mistake one can make is to rush into order¬ 
ing an ornate stone with sentimental carvings and a flowery 
inscription which may later seem in poor taste or objectionable. 
For example, one might wish, in the emotion of the moment, to 
write something about the deceased being “the only love,” or 
“the greatest love” of the spouse. This could conceivably cause 
considerable anguish to a future husband or wife. 



The Law and Death: 
First Steps to Be Taken by 
the Bereaved 

Abraham L. Meilen 


Upon the death of a husband, the widow or a member of the 
immediate family should examine his will and all available per¬ 
sonal and family papers, in consultation with the husband’s 
attorney and/or accountant. Many wills specify specific funeral 
instructions which give the survivors an opportunity to perform 
a final service or duty to the deceased, by carrying out any of his 
indicated requests or admonitions. Many survivors, by the per¬ 
formance of these requests, may avoid feelings of guilt which 
eventually arise because of prior relationships or failure to fulfill 
these present obligations. 

Upon the husband’s death, his bank accounts, both checking 
and savings, as well as his stock brokerage account, will be frozen i 
temporarily. This will happen also with a joint bank account, i.e., 
a bank account in the name of the husband and the wife, or de¬ 
cedent and child, or any one else linked with the deceased. If the 
wife is employed and receives a salary check after the husband's 
death or has a salary check in her possession at the time of the 
husband’s death, the check should not be deposited in the joint 
account even if that had been the practice in the past. Any funds 
so deposited will be frozen with the entire balance in the account. 
If ready cash is required, the check should be cashed and not 

52 




For The Bereaved 


53 


deposited, unless the widow has her own separate bank account. 
The decedent's account will not be released until an executor 
has been appointed, or, if there is no will, until an administrator 
has been appointed, and tax waivers have been obtained from the 
State Tax Commission. 

If there is need for immediate cash and none is available to 
the widow, then the husband's bank account can under certain 
circumstances, be used for the widow to obtain a loan at the 
husband's bank to cover her emergency expenses, pending probate 
of the will or appointment of an administrator. 

It is advisable to inform not only personal friends and rela¬ 
tions, but also business, religious, and union associates of the 
death. This may result in the avoidance of embarrassment weeks, 
months, or even years later. Especially, the decedent may have had 
debts or made certain requests to people which were unknown 
to the survivors. The ultimate act one can do for the decedent 
is in the fulfillment of his wishes and the payment of his debts. 

If the husband had a safe deposit box in his own name or 
in joint names, access to the box will not be available once the 
bank is aware of his death. It may take several weeks after the 
appointment of an executor or administrator for the widow's 
attorney to arrange for a representative of the State Tax Com¬ 
mission to open the box. 

If the widow has not been named executor of the will, it 
usually will be either one or more adult children, or a close relative 
or friend of the family, or a bank which has acquired a specialized 
and specific knowledge that is not available to the general practi¬ 
tioner of law. The latter would be the case particularly if the 
larger part of the estate were in stock holdings. 

A will often has been witnessed by two or three witnesses. 
Two is the legal requirement, but many wills contain the signatures 
of three witnesses in the event that one of the two is unavailable. 
It is advisable for all, or at least two, of the witnesses to appear 
personally at the Surrogate's Court to swear to the proper execu¬ 
tion of the will at the time it was signed by the deceased. This is 
normally a routine matter, but strict formalities must be followed 
and proof of death must be furnished, either in the form of a death 
certificate, if available, or in the form of a sworn statement by 
anyone who has seen the body. It is not absolutely essential that 
a person swear to having seen the body; it is sufficient if the state- 
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ment made to the Surrogate's Court clerk indicates clearly and 
without doubt that the decedent had actually died. 

The will should be produced at the time of probate, and if 
it is not in the possession of the widow or a member of the im¬ 
mediate family, it is advisable to obtain a copy from the attorney 
or the Surrogate's Court so that the widow and heirs may know 
their financial situation. 

A widow cannot be excluded from sharing in her deceased 
husband's estate. If she has been excluded in the will or if the 
will does not give her the legal minimum to which she is entitled, 
she may elect to take her legal minimum, $2,000 plus either one- 
third or one-half of her deceased husband's estate, depending 
upon whether or not there are children, irrespective of the provi¬ 
sions of the will. This sometimes can become a complicated matter, 
and she should discuss fully the various aspects of her decisions 
with her attorney. If she is not the executrix or administratrix, and 
whoever is so appointed and qualifies selects his own attorney, 
and if there should be a question of whether or not the widow 
is to receive her legal minimum under the will, she should employ 
her own personal attorney. 



An Elementary Guide to Family 
Financial Management 

Fred Heller 


The bereaved widow finds herself confronted by the challenge of 
providing for the financial support of her children and herself. 
Whether or not she is familiar with such affairs, she now must 
analyze her financial situation and make decisions accordingly. 
The following outline may serve as a basis for such an analysis. 

List all of the assets that are available to produce income 
and the amounts of income to be so derived. 

Give consideration to the following three questions to deter¬ 
mine whether or not the family income from the above hold¬ 
ings is sufficient: 

1. What are my everyday living expenses? 

2. Is there enough reserve cash remaining which can be left 
in savings accounts inhere it is immediately available to 
meet an emergency or special contingency? 

3. Is sufficient income available for the education of my chil¬ 
dren, including the continuance, for instance, of music 
or other private lessons, for college tuition fees, for camp 
fees, etc.? 

If the income is not to be derived from one's capital, there 
are certain steps to be taken that can serve to amend the current 
situation and reduce one's worries about the future. 

Financial planning should be done without haste, with much 
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thought, and with the advice of the experts in the field. Security 
selection can be made to conform to the investor's basic invest¬ 
ment objectives. Without practical experience in investing the 
bereaved would be well advised to proceed cautiously and to 
pursue a careful and prudent investment policy. A lawyer, or 
other experienced person, generally will have been delegated the j 
responsibility of administering or assisting in the administration 
of the estate. He may help determine what decisions have to be j 
made and when they should be made. There are others too who t 
are trained and are capable of offering professional assistance. 
Among these is the investment counselor who can assess one's 
financial needs and determine how they can best be satisfied. 


Your Rights Under Social Security 

Charles 5 . Ferber 


WHO IS ELIGIBLE? j 

The children of the deceased worker who was the principal wage 
earner, whether this be the mother or the father, can be entitled 
to monthly cash benefits. This monthly check will be paid until 
the child reaches the age of eighteen and, if he continues his edui 
cation, until the age of 22. Provision has also been made for the 
severely disabled child of a deceased wage earner. If he was disj- 
abled before his eighteenth birthday, he will be paid benefits as 
long as his disability continues. 

The widow will ultimately be eligible for monthly benefits at 
age 60 or as early as age 50 if she is disabled within the definition 
of the law. However, if she has a child of the deceased in her care, 
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she can receive benefits at any age. Also, under certain conditions, 
the divorced wife of the deceased can be paid a monthly check 
at age 60, or age 50 if she is disabled. 

Survivor payments are not limited to the widow and children 
of the deceased worker. Many families have the added obligation 
of supporting older parents. With this situation in mind, the 
Social Security program provides monthly benefit payments for 
the parent at age 62 if he had been dependent upon the worker 
for at least one half of his support. 

Although the situation occurs less frequently, monthly benefits 
are also payable to a widower at age 62 if he was dependent upon 
his deceased wife for one half of his support. The dependent dis¬ 
abled widower may also be eligible for benefits as early as age 50. 

In addition to the above comprehensive scope of monthly 
benefits, a lump sum payment, designed to help defray the cost 
of burial expenses, is paid to the surviving spouse if he or she was 
living with the wage earner at the time of death. In any case, it 
will be paid to the individual who assumes responsibility for the 
cost of the burial. 


HOW TO APPLY FOR BENEFITS 

An application should be filed as soon as possible. The applica¬ 
tion for the lump sum payment for funeral expenses must usually 
be made within two years after the wage earner’s death. The 
survivor should bring all the necessary papers and documents 
when he files his application at the Social Security office: the de¬ 
ceased s Social Security card or a record of his number, proof of 
age of the individual members of the family (such as a birth 
certificate or a baptismal certificate), a marriage license (if it is 
the surviving widow or widower who is filing for the benefits), 
and the certificate of death. Before benefits can be paid to the 
parents of the deceased wage earner, proof must be shown that 
he was providing for at least one-half of their support. Generally, 
this proof must be furnished within two years after the death. 
Representatives in the Social Security office will explain how the 
fact of support can be proven. 

But, under no circumstances should a person delay in filing 
his application because he does not have all of these documents. 
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The representatives in the Social Security office will tell him what 
to do if the necessary documents cannot be located and will help 
him to secure them, if it is possible. 

Many survivors, especially widows, find it easier to adjust to 
their changed status by finding employment. For these people 
there is an added consideration. The earnings they may receive 
from employment or self-employment may affect their eligibility 
for Social Security benefits. However, nothing can affect the eligi¬ 
bility of the other members of the family who are receiving 
benefits. If the young widowed mother of a family goes to work, 
her children's checks will still be issued. 

When a widow or widower remarries, his or her benefit pay¬ 
ments are usually terminated. However, the widow who remarries 
after age 60 and the widower who remarries after age 62 are still 
eligible to receive benefits on their first spouse's record. 


A Message for the Living 

Lillian G. Kutscher 


Dr. Hans Zinsser, a prominent bacteriologist, was stricken with 
leukemia at the peak of his career. Although he lived his remain¬ 
ing months with full knowledge of his condition, he did not ajt 
any time diminish his diversified creative activities. A few linejs 
from a series of sonnets written by him during this period are 
quoted herewith: 

When I am gone—and I shall go before you— 

Think of me not as your disconsolate lover; 

Think of the joy it gave me to adore you. 

Of sun and stars you helped me to discover. 
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And if at night in dreams my spirit hovers 
And shadows of the memorized past enfold you, 

A merry ghost will sit upon the covers 
And tell again some flippant tale I told you; 

Will sing again some long-forgotten song. 

Some artless, tender rhyme I wrote about you. 

When moments spent with you made sweet the long, 
Slow, desolate days and nights I lived without you, 
Then all on earth that Death has left behind 
Will be a merry part of me within your mind. 

Now is death merciful. He calls me hence 
Gently, with friendly soothing of my fears 
Of ugly age and feeble impotence 
And cruel disintegration of slow years. 

Nor does he leap upon me unaware 

Like some wild beast that hungers for its prey. 

But gives me kindly warning to prepare 
Before I go, to kiss your tears away. 

How sweet the summer! And the autumn shone 
Late warmth within our hearts as in the sky. 
Ripening rich harvests that our love had sown. 

How good that ere the winter comes, I die! 

Then, ageless, in your heart I’ll come to rest 
Serene and proud as when you loved me best. 

The little book of sonnets closes with these lines: 

How cold your hands are. Death, 

Come warm them at my heart. 


Hans Zinsser: Spring, Summer and Autumn. New York, Alfred A. 
Knopf, 1942. 



The Right to Die in Dignity 


Frederic P. Herter 


PREPARATION FOR DEATH I 

I 

It is not unnatural that many wish death to come quickly, with- | 
out warning or deliberation. 

It is my experience that death seldom comes peacefully, with¬ 
out resistance in one form or another. More often, death is "eased” 
into by slow and painful steps; the ill are occupied by symptoms 
or by the rigors of treatment and have little or no opportunity 
for quiet contemplation. Preoccupation with physical comfort pre¬ 
cludes serious examination of the meanings of death or of a life 
spent. Physicians are frequently responsible for this frenetic and 
fearful form of ending. Too seldom do they allow' their charge 
the dignity of dying uncluttered by lies or half-truths or the para¬ 
phernalia of keeping life’s flame flickering for a few moments more. 
Too seldom do they give the patient the credit of being able to 
accept the finality of his condition. This blame must be shared 
with the families of the dying, however. 

I am impressed by the ability of most people to accept the 
truth, and, wherever possible, I believe it is the duty of the 
physician to be candid with the patient and family alike. How¬ 
ever, the truth should never be thrust on anyone in arbitrary 
fashion. There are those who for reasons of their own would 
rather not ask questions or receive explicit answers. Although per¬ 
fectly aware of the truth themselves, they may feel that silence 
confers some mystical protection, and consequently are reluctant 
to come to verbal grips with reality. Others prefer to distort the 
truth to their own advantage, no matter how graphically the in- 
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formation is presented. If such patients prefer this form of am¬ 
biguity (i.e., referring to acknowledged bone metastases from breast 
cancer as arthritis), they should be permitted it. The physician 
should never violate these not uncommon patient reactions. 

A period of practical preparation for death is clearly more a 
necessity for some than for others. To others, a spiritual prepara¬ 
tion for death is of far greater importance. 

It is said that people die as they live. There is much truth 
in this. Those who have found a meaning to life are unafraid 
at its end; a person totally at peace with himself is fearful of 
nothing. For those to whom “success” in life has been measured by 
material standards alone (and there are many in this category), 
death is approached with anguish and bitterness. One may predict 
then, to a large degree, an individual’s manner of dying against 
the background of the essential character of his life. 


To Tell or Not to Tell 
the Patient 

Robert B. Reeves , Jr. 


Most people know when they are aboilt to die, and even those for 
whom death is still a good while off have a way of putting two-and- 
two together. The question is hardly ever, “Should the patient 
be told?” but rather, “How shall we deal with what we must 
assume he knows?” It is a problem, not of fact, but of relationship. 

A patient’s outlook and manner of response to crisis can range 
from panic and denial at the thought of death, at one extreme, to 
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confident acceptance, at the other. At the extreme of denial, no 
matter how obvious the signs, one type of patient is likely not to 
let himself acknowledge that he knows, and no matter what he is 
told, he will hear only what he wants to hear. At the extreme 
of acceptance, another patient is likely to be able to talk about 
death quietly, and understand what he is told. In between lie all 
degrees of variation. 

When both the patient and the person attending him are able 
to think quietly about death, however, they will both be able to 
acknowledge it when the moment of truth arrives. The acknowl¬ 
edgment is rarely very dramatic. It is usually subdued, somber, 
often dismayed and tearful, sometimes wry or even flippant. It 
gives pause, and it may be followed, after the other person has 
left, by some hours of weeping or days of withdrawn, inner anguish 
on the patient's part. But because the relationship is open, the 
other person can support the patient by being a sympathetic, con¬ 
cerned listener, until the patient is able to arrive at a level where, 
with the final question answered, he is free to enjoy what days 
remain. 

Telling the truth when the patient does not want to hear it is 
nowhere nearly as frequent a problem as is withholding of the 
truth when the patient is ready to hear it. If, at the moment of 
recognition, when the truth is obvious and the patient hints that 
he sees it, the doctor, family, or pastor shies away in evasion, 
double-talk, or falsehoods, then the patient's journey from that 
point on is usually one of increasing fretfulness and misery. It is 
well to remember, he knows; at some level of awareness he has an 
idea of how things stand. Denial of this fact is hardly ever con¬ 
vincing. The patient may appear to accept it and go along with 
the fiction that is offered him. But little by little, as his condition 
worsens, the discrepancy grows between what he is told and what 
he feels, and the suspected truth comes back like a demon to tor¬ 
ment him. The worse he becomes, the more intolerable the fictions 
he is told. In being denied the truth about himself, he is being 
denied as a man. He is, in effect, dishonored and abandoned. He 
has no one he can trust. And so he is likely to become embittered, 
self-pitying and complaining, requiring more frequent and stronger 
medication to control pain and induce sleep. Eventually, he may 
even have to be stupefied with drugs in order to be manageable 
at all. 
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Whatever is done, at the moment when the truth is either 
acknowledged or denied, the dominant concern of the person in 
attendance must be for the patient's integrity and peace of mind. 
If denial of imminent death is, in fact, the only way the patient 
can handle the truth, then that may be the proper course. Truth 
sometimes can destroy, and in such cases it may have to be 
withheld. 

Wherever the Scriptures speak of truth-telling, it is usually 
within the context of friendship or humane concern. Truth is 
not merely fact, but fact of a particular moral quality. St. Paul’s 
words are typical: “speak the truth in love" (Ephesians 4:15). 
Many other instances could be given, where truth is coupled with 
qualities such as “kindness" (II Samuel 2:6), “mercy" (II Samuel 
15:20; Psalms 25:10; 57:3; 61:7; 85; 10; 86:15; 89:14; 98:3; Proverbs 
3:3; 14:22; 16:6; 20:28; Hosea 4:11); “peace” (II Kings 20:19; 
Isaiah 39:8; Esther 9:30; Jeremiah 33:6; Zechariah 8:16; 19), 
“faithfulness" (Isaiah 25:1), “grace" (John 1:14, 17). 


Should a Patient be Told 
the Truth? 

Charles W. Wahl 


As physicians, we deal not just with diseases and concepts but 
with human beings in infinite variety. Physicians cannot and ought 
not adapt the anxiety-assuaging device of an invariable rule that 
can be followed. Rather, they should accept the greater responsi¬ 
bility of learning to know their patients deeply and significantly. 
Only after such knowledge has been obtained and they are ac- 
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quainted with the broad spectum of the patient's history, do they 
initiate action. 

It should be remembered that it is not usual for a person 
to bring to this most maximal of all life stresses a greater degree 
of objectivity, nobility, serenity, and dispassion than he has been 
able to muster in the face of previous difficulties. Consequently, 
there is no substitute for taking the time to know our patients 
intimately and well. Only with intimate knowledge of a patient 
gained through warm and long-term association (or in the case 
of a patient seen belatedly, by gentle but thorough psychiatric 
inquiry) does the physician arrive at any conclusion about whether 
or how much a patient can or should be told. 

Physicians certainly realize how important it is that no termin¬ 
ally ill patient ever be told of his condition in such a way as to 
utterly deprive him of hope. Experience has shown that Freud 
was right when he said that time and chance have no representa¬ 
tion in the unconscious. The dying patient, like the gambler, 
believes, in opposition to all experiences and to the laws of prob¬ 
ability, that he will win. He receives a remarkable lift to his 
spirits when he learns that his condition, while serious, has not, 
in the experience of medicine, proved to be invariably fatal. There¬ 
fore, treatment is outlined for its psychological relief, even if ! 
medically the chances of full recovery are small. In cases that have 
an especially bad prognosis, the regimen of treatment is purpose¬ 
fully designed to continue longer than the probable duration of 
the patient's life. Patients should never be left to feel that the j 
physician has played his last card and that nothing further can 
be done. It is interesting to observe that the mind of the dying 
patient often draws a veil of charitable illusion over a waning 
physical state. 

If the patient has been told by another of his fatal illness, I 
try to help him share with me his thoughts about his condition. 
Sometimes I can assist him in reviewing the merit and advantage 
of his life, pointing out to him the beauty and the value of the 
fine things which he has done and the good things which he leaves 
for others. Here, the well-lived life, the loving family, and the 
benefited society are proffered as significant reassurances that his 
life was not lived in vain, and he is helped to remember that the 
good things which he has done will live after him. 

I am certain from my own experience as a psychiatrist that 
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such a dialogue has often been helpful to a dying patient, but 
it is well to remember that such a philosophic posture is rarely 
maintained by the patient throughout the terminal phase of his 
illness. 


The Child Faces His Own Death 

Gilbert Kliman 


A child often has an emotional and psychological capacity beyond 
that expected of one of his years which enables him to face death 
—even his own—with acceptance and serenity. 

A child is most perceptive of what is happening in his en¬ 
vironment, and often knows long before he is told (or even if 
he is not told) of an impending death in the family, including 
his own. If he is fatally i^l, he is likely to sense that his illness is 
incurable. It is cruel to require the child to carry his burden 
alone. 

In those instances in which one sibling is dying, if parents 
are made aware of this situation and discuss such an event freely 
and frankly with their children in terms that the children can 
understand, it will draw the family closer together and give them 
greater strength with which to face their bereavement. It will also 
avert future emotional difficulties for the surviving children by 
providing an atmosphere of trust and love which will make it 
possible for them to meet and solve the problems of later life. 

Finally, a positive awareness by the family of the child who 
is dying, of the equanimity and courage which dying children 
can and do bring to facing their own death should lighten mean¬ 
ingfully the burden of grief which they carry when the event 
comes to pass. 



When a Child Dies 


Mary Evans Robinson 


The death of a child is always an agonizing experience for the 
parents, but when it comes after a long period of illness, it will 
have a special meaning for them. While maintaining- hope, they! 
have been living with the knowledge that the child’s illness could 
or would end in death. They have anxiously watched his progress, 
possibly through periods when he has seemed much improved, only 
to have his condition worsen. They have talked to doctors, read 
exhaustively about the illness and undoubtedly sought out others 
who have undergone the same experience. Often they have worked 
hard in caring for the child at home and have experienced the 
emotional and financial strain of repeated hospitalizations. When 
death comes, they are often emotionally and physically drained, 
some having gone through the process of “anticipatory mourn-! 
ing” in which they have begun to accommodate themselves to the 
idea of losing the child soon after his condition has been diag¬ 
nosed as fatal. 

When the child dies, however, parents find themselves dwell¬ 
ing on things they should or should not have done. They feel 
guilty about angry feelings they may have had and about the part 
they might have played in causing their child’s illness. 

At best, the care of a chronically ill child makes demands on 
all members of the family, particularly the mother. But in some 
instances the illness becomes the focus of all family activities, and 
the family has little life that is not centered on the sick child. 
In such a situation, the death of the child can only mean relief 
from pressure for the whole family; yet the parents may be over¬ 
whelmed by guilt feelings because they are glad that “it is finally 
over.” 
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When a child dies, his parents must deal not only with their 
own grief and guilt but that of their other children. The death of 
a brother or sister inevitably causes the other children in the 
family to have fears about their own death and to feel that their 
angry feelings may have caused their sibling's death. In general, 
parents can reassure them that they are well and will live to a 
ripe old age. They also need to know that their angry feelings 
did not cause their sibling's death. 

Often parents find it difficult to reestablish the family's life 
after the death of a child who has been ill for a long time and 
where much of the family's existence has been centered on his 
care. However, it is extremely important that this be done as soon 
as possible. 

Parents who best survive the grief experience are those who 
are able to accept and express their own feelings while supporting 
the emotional needs of their surviving children. They know that 
human beings are fallible and that there is much about certain 
illnesses which is simply not known. They are able to derive com¬ 
fort from knowing that they did everything possible. They respect 
not only their own grief, but that of their children. Grief is an 
honest emotion which lends dignity to human relationships. 



A Theological Approach 
to Prolonging Life 

Joseph Fletcher 


A tragic error is the traditional medical belief that the highest 
good exists in the vital or biological principle of life as the 
essence of the human being. This theory of so-called vitalism con¬ 
tradicts the “personalism” of the Judaeo-Christian belief that jus¬ 
tice, integrity, and self-possession are more important than the 
mere fact of existence. Medical vitalism is accompanied by what j 
I would call the ethical error of insisting that the preservation of j 
health (psycho-physical well-being) is of the first importance. But 
these basic beliefs fail to account for those vast intangible charac¬ 
teristics of the human—his spiritual potential, his capacity for 
creating beauty and the conditions for freedom, his spirit of 
inquiry and optimism. The welfare of the body must never be 
viewed as an end in itself, but only as it is involved in the total 
context of the individual's ethical freedom and integrity. 

To let a patient go on, even when there is no possible hope of 
recovery, is a perplexing and agonizing problem of conscience for j 
which there are certainly no easy answers in the realm of morals j 
and ethics. Yet this critical issue must be faced imaginatively, 
courageously, and honestly, by both moralists and scientists. No 
simple approach will ever solve all of the ethical problems 
involved. 
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Pain Relief, Addiction, 
and the Dying Patient 


Thomas A. Gonda 


In our culture the patient is quite dependent upon the physician 
to whom he has gone to seek help with his illness. Since pain is 
very frequently associated with terminal illness, it is not surprising 
then that in the patient’s attempts to deal with the problem of 
death (whether or not he has been explicitly told that his con¬ 
dition is terminal) he will place much reliance upon his physician 
to directly “do something’ to alleviate his “pain.” However, in 
their communications with patients, physicians most often circum¬ 
vent, or in other ways, avoid talking about dying. Instead, the 
physician’s focus turns to the patient’s complaint of pain in a 
literal way. This expression of pain, however, we know may be a 
disguise of feelings of depression or anxiety concerning impending 
death. Even the physician who intellectually recognizes that the 
patient’s complaint of pain may well be a camouflage for depres¬ 
sion or anxiety, because of his training and background as well as 
unresolved feelings about death, would many times prefer to treat 
the pain complaint solely as he would treat what is commonly 
called “somatic pain.” Pressures to do this come not only from 
within himself but also from the patient, and very frequently 
from the patient’s family to whom the patient also expresses his 
feelings of pain rather than his other feelings as, for example, 
those of depression and anxiety. 

The patient does indeed find that these analgesics (usually 
narcotics) are helpful by their pharmacologic effects, at least for a 
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time, in the alleviation of some of his distresses. From time to time 
this small degree of comfort brought about by the drug action is 
sufficient to help the patient reconstitute himself sufficiently to 
work at least partially through his feelings of depression and 
anxiety. On the other hand, as death comes closer and along with 
it the degree of debility and dependence and helplessness becomes 
greater, the patient may well, and frequently does, become in-! 
creasingly demanding. Pain complaints intensify. The tendency 
of the physician is to further increase the dosages of medication 
and before long the patient shows both psychological and physi¬ 
ological dependence upon the drugs. He is addicted. It must be 
borne in mind that such a way of dealing with the patient’s terminal 
illness might be quite reasonable and quite logical; and depending 
upon the personality of the individual and the nature of the illness 
which is leading to his death, such management is preferable to 
some others. After all, there is nothing inherently wrong with 
addiction in the course of management of the dying patient. In 
many instances, in fact, such management allows the patient to 
carry on reasonably—as well as to die in relative comfort. 

In summary, then, while the complaint of pain is an import¬ 
ant signal that something is wrong, it also often masks as well 
as substitutes for other uncomfortable feelings such as depression 
and anxiety. Frequently, the management of pain in terminal ill¬ 
nesses through the use of narcotic drugs may be preferable to 
other modes of dealing with the patient’s pain complaints even 
though addiction may result. 




The New Ethics 


Robert H. Moser 


The expanding intellectual vistas of this generation have begun 
to roll back the rim of darkness and ignorance. We are witness to 
strange, bright peripheral areas where no man has ventured, and 
few have even dreamed. I would challenge those who disparage 
our achievements as a dissipation of energy—creation of empty en¬ 
gines of comfort and pleasure. I would entreat those who call us 
callow, lacking in social conscience, enjoying the bountiful life 
while half a world cries out in hunger or fear, to stop and take 
a backward glance at history. There can be no comparison of 
this age with any other. We are seeing compassion emerge as a 
national characteristic. We are seeing concern for the welfare of 
molested neighbor nations develop on an international scale. 
And these are experiences new to this planet. 

Nor can the achievements be claimed by any single discipline. 
Equally impressive is progress in social, economic, and scientific 
spheres. We have witnessed bold intrusions into the unknown of 
near space, heard the scream of sonic aircraft as they exceed six 
times the speed of sound, and we are attuned to the restless stirrings 
of vast peoples that have lived in socioeconomic eclipse since the 
first dawn. 

The incredible proliferation of knowledge in the medical 
sciences has often outstripped our ability to collate and apply it 
to patient welfare. We are approaching a new plateau of diagnosis 
and treatment, and this is recognized as a mere step toward a 
golden future. But each new blessing carries a new challenge; 
increase in capability brings greater responsibility. Thus, the con¬ 
temporary physician often turns to his glistening diagnostic and 
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therapeutic arsenal with some ambivalence. A part of his inheri¬ 
tance is the new ethics” of dying,* a legacy conferred upon him 
by the remarkable resuscitative capabilities of modern medicine. 

The shifting image of the physician of our times has evoked 
much thought and comment. But one thing has not changed since 
the first mother took her dying child to the village shaman: the 
status of the physician as the demigod, the life-and-death maker of 
decisions. This, of his many roles, has always been the most diffi¬ 
cult for the physician; today it is far more arduous. There are 
related philosophic dilemmas: how far to pursue a diagnosis, how 
long to continue treatment, how much energy to invest in the 
dying? 

The enemy of the physician is death—implacable, ultimate 
foe, symbol of failure, ever lurking in the wings. The missed diag¬ 
nosis, the incorrect treatment, the moment lost in hesitation or 
procrastination, the resistant microorganism, the malignancy, the 
irreversible degenerative lesion—all represent familiar catacombs 
whose dark corridors sequester the dread specter. We are commit¬ 
ted to a lifelong conflict; every instinct, drive, and desire, every 
intellectual and emotional sinew is strained to defeat death. 

Medical technologists have provided us with remarkable ma¬ 
chines that have crowded death onto strange, unfamiliar terrain. 
The delicate border between viability and demise now has inter¬ 
faces with philosophy and ethics. Death is denied a simple physio¬ 
logic end point. For example: what morality applies in choosing 
donors of organs for transplantation? When is a patient dead? 
Must we designate some arbitrary waiting period before removing 
critical organs that are becoming ischemic, organs that otherwise 
could have been utilized to prolong the life of another patient for 
months or years? Is it a violation of Hippocratic ethic to dialyze 
or to infuse mannitol into the patient dying from a head injury to 
preserve his kidneys for graft purposes? Dare we remove vital 
organs from a patient who is not judged by all criteria to be 
totally and irrevocably dead? 

I challenge anyone to define death in the modern context. 
We have pacemakers to stimulate the heart that otherwise would 
remain inert. We have intermittent positive pressure devices to 


* Moser, R.H.: “Tomes and Tangents," Medical Opinions and 
Review . 5:46-47, September, 1967. 
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pump oxygen into lungs that would otherwise not accept oxygen 
and transmit it to blood. We possess the capability to perform 
periodic hemo- or peritoneal dialysis to cleanse blood of impurities 
that otherwise would poison the organism when the kidneys are 
defunct. 

When is a patient truly dead? At a recent symposium, Alex¬ 
ander valiantly attempted to provide “Rules for Death” in pa¬ 
tients with irreversible brain trauma. The rules were: bilateral 
mydriasis; complete absence of reflexes both natural and in re¬ 
sponse to profound pain; complete absence of spontaneous respira¬ 
tion within minutes after mechanical respiration has stopped; 
failing blood pressure, necessitating increasing amounts of vaso¬ 
pressor drugs; a flat electroencephalogram. 

This thoughtful presentation was the prelude to animated 
dialogue with little agreement among panelists. A definition of 
death could not be established. A few advocated cessation of heart¬ 
beat; some wanted failure of blood flow to the brain. It was said 
(and only half facetiously) that by some existing criteria one 
would be removing kidneys from live donors. So you see the ex¬ 
tremities of the polemic. 

There have been columns of elegant, tiresome prose debating 
the role of judge, clergyman, and family in the life-death decision, 
but the weight cannot be shifted from the sagging (perhaps reluc¬ 
tant) shoulders of the physician. Guidelines are hard to come by; 
I can only relate my own sentiments. But each physician must 
derive his own philosophy, consonant with his background, intel¬ 
lectual convictions, and emotional constitution. Each must decide 
alone, in the secret corners of his conscience. 

To my mind, comfort and dignity in death are terribly im¬ 
portant. Age is an incalculable fusion of chronology, psyche and 
tissue senescence. It should not be judged arbitrarily. I have made 
peace with myself. It is not a violation of my ethic to permit the 
old, dying patient (for whom a diagnosis of incurable or painful 
disease has been established and palliative measures are able to 
prolong life only for hours or days) to die in painless dignity. 

With a child, it is more difficult. The leukemic children I 
have known, loved, labored with, wept over, and watched die, in 
helpless anguish, will never cease to haunt me. The unfulfilled 
promise of youth, the mysterious vitality of children, the taunting 
thought that someone, somewhere, may unlock the secret within 
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the next weeks or months, drives one to exhaust every rational 
therapeutic possibility to preserve the small life. However, in the 
presence of fatal disease, in the agonal hours, regardless of age, I 
feel it is cruel (to patient, to family, to other patients needing at¬ 
tention) to prolong life by use of our new engines of brief sur¬ 
vival. It is possible that I may change my mind in the future, but 
this is my conviction now. 

In the gray zones, those in between, there is no clear path. 
One must invoke a tired platitude: “Each case must be judged 
on its own merits/’ But, in every instance, the responsible physi¬ 
cian cannot stand aside; it is he who must make the ultimate 
decision. 

Years ago I had the occasion to overhear (inadvertently) a 
portion of a tragic telephone conversation. It touched a chord 
deep in my psyche, and it has never stopped vibrating. The 
speaker was the distraught mother of a little boy who had suffered 
a devastating full-thickness burn. She was aware of the hopeless 
prognosis. But she had been given the option of deciding whether 
resuscitative procedures should be continued . It was a chilling 
demonstration of the insecure physician “passing the buck.” Here 
was a grieving mother in the extremity of anguish . . . called upon 
to make a decision for which she was totally unprepared—from 
any aspect of scientific background or emotional stability. How 
many people have been thrust into this terrible crucible? How 
can one escape guilt—regardless of the decision? It is a cowardly 
defection by the physician. 

The procedure of renal transplantation presents an analogous 
situation; needless anguish and agonizing ambivalence can be 
lifted from the shoulders of the family of a potential donor. 
Guidelines in this area are even less distinct. However, it would 
seem unduly sanguine to prolong the agonal moments of the 
fatally injured patient whose organs may undergo irreversible 
ischemic damage and become useless to a waiting recipient. The 
cruelty here is triple-edged: dying patient, potentially salvable 
host, and families—all suffer. 

Thus the contemporary physician must find his place in the 
ranks and get in step with the “new ethics.” To practice the art 
of medicine, nineteen-seventies style, the physician is obliged to 
transcend mere mastery of familiar pathophysiologic-diagnostic- 
therapeutic knowledge and come to grips with the psychosocial 
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orbit of human experience as well. Whether we like it or not, we 
are back in the marketplace. Our new machines which carried us 
away from the bedside for a generation have brought us home. 

The wheel has gone full cycle, and once again the physician 
has come face to face with the total patient . . . and his family. 
Let no man among us add to the burden of grief by imposing 
guilt. There can be no defection from responsibility. 

I remember a story about that man from Missouri, Harry S. 
Truman. He had a small plaque on his desk with the simple in¬ 
scription: ‘‘The buck stops here.” And indeed, the decision to turn 
off the symbolic switch rests ultimately with those who have 
elected to be physicians. 


A New Choice: 
Medical Research Hospitals 

LeRoy G. Kerney 


The experience of grief and its meaning is affected and influenced 
by the medical research setting. It is affected by the hopes and 
expectations that patients and their families place in clinical re¬ 
search programs, and by participation in the decision-making pro¬ 
cess that sometimes leads to feelings of guilt. This is especially 
true if procedures may be included which are not generally 
accepted as being for the direct therapeutic benefit of a patient 
or as an aid in the diagnosis of his disease. 

Sometimes the feelings of guilt arise because the new pro¬ 
cedures or drugs seem to exact too high a price in suffering, misery. 
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and pain. Occasionally, a relative feels guilty over being part of a 
consent process that leads to radical changes in the patient before 
death, or which leads to the use of heroic measures in trying to 
keep the patient alive. Acceptance for treatment in a medical 
research hospital often revives the hopes for relief or cure. When 
these hopes are shattered by death, normal grief is often com¬ 
pounded with guilt feelings over having permitted the loved one 
to be subjected to newly devised medical therapeutics. Seeing a 
loved one sustained by strange machines, stimulated with drugs, 
and kept alive by radical procedures elicits these feelings of guilt. 
Relatives ask themselves, “Why did I help give consent for this 
procedure, when without it they would be done with their suffer¬ 
ing?” “Is it right to put them through all of this?” 

Grief is influenced by the unfamiliar nature of the setting and 
the involvement with strangers. It is also conditioned positively 
by the sense of purpose and meaning that comes from participation 
in a medical research program. 

It is my impression that although these factors are most com¬ 
monly encountered in research institutes, they are today implicit 
if not explicit in all medical settings. It is also my belief that with 
the changes in medical care and health programs these factors will 
become increasingly prominent in all medical settings and, there¬ 
fore, will increasingly affect the experience of grief similarly. 

On the back of the worship folder used in the Protestant 
Chapel services at the Clinical Center of the National Institutes 
of Health, Bethesda, Maryland, are found the following words: 

“Offering is our response to God in worship. We respond to 
God with our sacrifices of praise and thanksgiving, in offering our¬ 
selves in His service, and in bearing each other’s burdens. Our 
contributions to the research programs of this hospital can be un¬ 
derstood as an offering to God. We pray God will transform our 
suffering into meaningful knowledge that will prevent disease, 
alleviate suffering, and prolong life. Seen in this light, the signific¬ 
ance of our suffering is beyond comprehension.” 



The Nurse’s Education for Death 

Bernard Schoenberg 


The nurse serves as the physician’s delegate to whom the daily 
task of recounting to the bereaved-to-be the grave details of 
the patient’s illness is assigned. Not infrequently, it is the 
nurse who makes known to the family the personal fears and 
wishes of the patient. The following is devoted to the factors, 
during training, which to a significant degree determine how 
the nurse copes with the patients, the bereaved, and hospital 
personnel. 

The Editor 

The nurse has undertaken more of the physician’s tasks and at 
the same time remained responsible for the bedside care of the 
patient. Much of the responsibility for the emotional care of pa¬ 
tients has been delegated to her. In addition, the nurse has been 
burdened with increasing supervisory and administrative duties, 
and as a result is forced to relinquish some of her traditional 
functions in the field of patient care to others who have no formal 
preparation. Many nurses are unprepared for the sensitive task of 
recognizing and meeting the emotional needs of patients in a 
variety of settings. 

The nursing student is reminded that errors in medication or 
practice may result in a patient's death, and almost immediately 
she is confronted with patients facing terminal illness and muti- 
lative surgery. 

The flood of new experiences in the clinical setting result in 
feelings of anxiety, guilt, and depression. The demands made on 
the nursing student by her initiation into professional life are 
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overwhelming at a time when she is also struggling with problems 
related to establishment of her own personal identity. 

When students are unduly anxious, they move from a position 
of interest in the patient to one of task orientation. One of the 
defensive attitudes of the student is isolation from intimate con¬ 
tact with others, despite the occupational demands for closeness. 

Many students find acute conditions resulting in death less 
difficult to manage than caring for the terminal patient. The acute 
situation requires activity such as preparation for surgery, in¬ 
fusions, numerous diagnostic procedures and life-saving measures. 
The chronic conditions, on the other hand, require day-to-day 
contact with the patient and his family while the student is essen¬ 
tially in a passive position. 

In group conferences, some students become aware that they 
entered nursing to alleviate fears of death. As children, they usually 
regarded the nurse and physician as magical, omnipotent figures 
who could save them from death. These students show a tendency 
to work assiduously with the dying patient, encourage hope, sup¬ 
port the patient's unrealistic expectations, and regard the patient's 
death as a personal failure more than a personal loss. 

Other students may come to realize they have entered nursing 
with a conscious fear of death. They attempt to avoid assignments 
to dying patients and tend to remain emotionally inaccessible to 
the patient. The patient's death stimulates fear, anxiety, and de¬ 
pression and results in further withdrawal from patients. 

In their identification with the patient, some students feel the 
patient could not tolerate awareness of his prognosis. They show 
excessive sympathy for the patient and feel childlike and helpless. 
They realize that the patient also wants to maintain his com¬ 
posure and dignity. Assisting the patient in maintaining his dig¬ 
nity, composure and hope by responding appropriately, showing 
empathy, consistency, reliability, and maintaining emotional avail¬ 
ability, produce a sense of accomplishment in the student. 

Nursing facilities have, in recent years, tried to assist the 
student in coping with the emotional aspects of terminal care. 
As students are given the opportunity to explore and verbalize 
their experiences with patients in a supportive setting, they have 
less need to repress their feelings and withdraw from the patient. 
When students can establish intimate relationships with patients. 
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they become aware of the “patient” as an individual with his 
own particular needs. 

Many university and teaching hospitals hold “death confer¬ 
ences” when a patient dies in an effort to determine if anything 
more could have been accomplished to maintain the life of the 
individual patient. An appropriate parallel would be a “life con¬ 
ference” preceding death to determine what steps the health team 
should take to assist the patient, his family, and the hospital per¬ 
sonnel responsible for his care, in dealing with the problems of 
dying so that there will be minimal pain and anxiety. 


The Nurse Reflects 

Jean E. Fox 


The problems of grief and bereavement begin the moment that 
full knowledge of the impending death of a loved one is learned, 
for how a patient dies and the degree of involvement of the family 
in the care of the dying have an effect on the final loss. Verbal 
exploration of the fears that must be faced, the uncertainties of 
the future, the sense of helplessness before eventual loss, all these 
open the hearts of one human being to another, and offer a bridge 
to recapturing the world of love and hope. 

Judging from the behavior of those who have undergone be¬ 
reavement, one thing is certain. If there is love, then sorrow and 
pain will be present during, before, and after the moment of death. 
This is a reality as much as the fact of death itself. When faced 
and handled well, sorrow and pain add to understanding, com¬ 
passion, and unity with one’s fellow man. Sorrow, like joy, can 
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and should be a binding force rather than a totally shattering 
emotion. 

Often there now comes a moment of relief, for up to this point 
there has been the foreknowledge of death during long days when 
hope and hopelessness could follow swiftly one upon the other. 
There has been a cessation of the normal flow of life, the dying 
process taking precedence over everything. Now that which had 
been anticipated and dreaded has happened. The act of death is 
over; it is finished. A new set of circumstances lies ahead, bearing 
the possibility that out of death, life in fuller measure may come. 

If those who are left behind have been deeply involved, have 
been able to give expression to their sorrow at death, have grap¬ 
pled honestly with the anger and sometimes despair that comes 
with the death of a loved one, they are able to receive the verbal 
consolation and accept the spiritual energy that can come to them 
from many sources. All the good things that had happened 
during this illness, remarks made by the loved one that had partic¬ 
ular significance to the family, the personal factors that revealed 
strength and nobleness in his character, all these can be reviewed, 
so that the bereaved remember that there was much in this ex¬ 
perience to build upon. To have done everything possible to make 
the dying process a time of growth in love and understanding 
will make this moment, when the family must leave to build a 
new future, a time of hope despite the sorrow. 

As I reflect on families that have struggled through disease, 
death, and bereavement, I reach certain conclusions. Some have 
done well, others have faltered and been permanently scarred, but 
all have done the best they could in a situation that was change¬ 
less and timeless. When we face death, despite all our modern day 
wonders, we still must answer the basic questions of who and why 
we are. This was summed up by a Christian philosopher, who 
said: 


The thought of death is an austere but beneficial and reliable 
companion, the first to occur whenever our mind attempts to 
live on a high plane. It lifts us above visible nature and, 
together with the concept of God, brings us a true se^ise of 
our destiny. It frees us from the spell of worldly possessions 
and from intellectual pride by reducing to their true worth 
the small pleasures of life, and, to tlieir brevity, its small 
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pains. It subdues hatred, awakens pity, shows all men to be 
equals and brothers, dispels selfishness, inspires heroism, en¬ 
dows the soul with a magnanimity and allows it to find sweet¬ 
ness in austerity. The day when we are capable of facing 
death squarely will mark the dawn of a new era of greatness, 
freedom, and felicity.* 


* Alphonse de Parvillez, S.J.: Joy in the Face of Death, translated by 
Pierre de Fontnouvelle. Desclee Co., New York, Paris, Rome, p. 222. 




Help For 
The Experience 
Of Bereavement 



A Lifetime of Preparation 
for Bereavement 

Arthur C. Carr 


As a response to the loss of a loved person, grief is a universal 
reaction experienced by all individuals at some time in life. 

Generally not recognized, however, is the degree to which 
throughout life we are continually subjected to separations and 
losses which are so subtle or so well disguised that they may never 
be recognized or acknowledged. 

From the time of birth, the growing child has constant ex¬ 
periences with loss. Perhaps the most significant one, which is 
generally emphasized by authorities, is that represented by the 
experience of weaning when the mother is no longer automatically 
available to gratify the infant's needs. 

But loss and separation are the recurring themes of human 
existence and development, quite apart from such major events 
as weaning. The first haircut, even when responded to with anti¬ 
cipation and pride by the child and the family, is an early ex¬ 
perience of a separation from the body of a part that is one’s 
own. At a time when the child’s growth and development com¬ 
mand interest and attention in the family, the child is also 
losing teeth, hair, and baby possessions—dolls, toys, dress, the cradle, 
and even the license to behave as a child. All of these are viewed 
by others as no longer appropriate for the “big” boy or girl. 

In the course of growing up, there is a continued experience 
with separation and loss. Important values, real and symbolic, are 
associated with the body. Changes in the body which occur 
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throughout life must be integrated into this image, both in regard 
to the reality of the change and in regard to the feelings about 
it. It would be unhealthy and most difficult to deny such changes. 

Since the body is an important mediator between the external 
environment and the self as a psychological entity, it is natural 
that one would experience mourning and depression when an 
individual body part is removed through accident or surgery. 

But in contrast to such obviously traumatic separations as 
those that occur with loss of a limb are less dramatic occurrences, 
ones that are assumed to be happy experiences but that, in reality, 
are as real a loss and as real a disruption to one’s body-image as 
the loss of a limb. Childbirth, for example, represents a loss of 
a part of oneself that to the pregnant woman may have symbolic 
or real values which pre-determine a mourning reaction when the 
child is delivered. 

Old age confronts one with increasing losses concerning the 
body and its functions. 

As in the changes occurring in the body, the history of one’s 
relationship with people is replete with experiences of loss and 
separation. 

Many losses take on importance because of their symbolic 
meaning, thereby making the reactions to them appear out of 
proportion to reality. Even the loss of a symptom can be mourned, 
necessitating as it does the change of self-image which now no 
longer holds. Not generally recognized is our experience of loss 
in regard to fantasies and hopes. Loss of a hope may constitute 
a more significant loss than that of much more tangible possessions. 
As one becomes older, the awareness of “what could be’’ or “what 
might have been” frequently confronts one with the feeling of 
loss around which there may be unrecognized sadness and grief. 

It would seem then that the individual brings to any major 
crisis a backlog of experience which does not leave him unpre¬ 
pared for integrating a present tragedy. Awareness of the success 
he has demonstrated in the past should help the individual to 
recognize the strength and resiliency dormant within him. Like¬ 
wise, a present reaction may sometimes seem more bearable when 
it is made explicit that the person who is reacting to recent loss 
is reacting as he did to previous separations. Frequently, the 
intensity of such a reaction becomes meaningful only when one 
understands his earlier losses and separations. Present reactions 
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which may seem unusually intense even to the person himself 
become more understandable when he realizes that he is reacting 
not only to the present loss but to earlier losses as well. Increased 
awareness of the mourning processes which are ever present within 
one's self can also greatly expand one’s capacity for sympathy and 
compassion for fellow men who are in the more extreme stages 
of the continuum of mourning. 


Evidences of Normal Grief 

Paula J. Clayton 


An attempt was made to define normal reactions to death by a 
study of the consecutive symptoms of bereavement in people who 
were selected by means other than those which necessarily involved 
a consultation with physicians, either internists or psychiatrists. 

Forty relatives of deceased patients were interviewed using 
a standard questionnaire of symptoms and feelings. Only three 
symptoms, sadness, difficulty in sleeping, and crying occurred in 
more than one half of the relatives. 

Loss of appetite and weight, loss of interest in television, 
friends, and current events and difficulty in concentration were 
other symptoms that occurred frequently. Irritability and attacks 
of anxiety, accompanied by shortness of breath, palpitations, weak¬ 
ness, trembling, apprehension and fearfulness also occurred. More 
severe psychiatric symptoms, such as self-condemnation, guilt, 
suicidal thoughts, and depersonalization, derealization, hallucina¬ 
tions, and delusions were rare. Those who had never used a sleep¬ 
ing medicine or a nerve pill before the bereavement usually did 
not use them now. Women, in particular, who had used these 
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medicines before, tended to use them again in the bereavement 
period. 

Improvement dated from six to ten weeks after the death. 
The symptoms that improved most strikingly were the three oc¬ 
curring in most of the relatives: depressed mood, sleep disturbance, 
and crying. 


Lindemann’s Pioneer Studies of 
Reactions to Grief 

Alan Rosell 


Dr. Erich Lindemann carried on an intensive study of grief based 
on the experiences of many people who lost relatives or close 
friends in the unfortunate Cocoanut Grove fire in Boston. # 

There are four main points which this study tried to clarify: 

“1. Acute grief is a definite syndrome with psychological and 
somatic symptomatology. 

2. This syndrome may appear immediately after a crisis; it 
may be delayed; it may be exaggerated or apparently 
absent. 

3. In place of the typical syndrome, there may appear dis¬ 
torted pictures, each of which represents one special aspect 
of the grief syndrome. 

4. By appropriate techniques these distorted pictures can be 


* Lindemann, Erich M.D. Symptomatology and management of 
acute grief. Amer. /. Psychiat, /0/:141-148, 1944. 
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successfully transformed into a normal grief reaction, with 
resolution." 

There is a uniform picture seen in persons suffering from 
acute grief, the most striking characteristics being (1) a markeq 
tendency to sighing respiration, especially when the patient is 
made to discuss his grief, and (2) a complaint about lack of 
strength and a feeling of physical exhaustion, accompanied by 
such digestive symptoms as inability to eat, repugnance toward 
food, or abdominal discomfort. 

The bereaved may demonstrate a sense of unreality and 
detachment from others, and there may be an intense preoccupa¬ 
tion with the image of the deceased .... feelings of guilt, .... 
a loss of warmth and friendship for others and a tendency to 
respond with irritability and anger. These feelings and actions are 
often disturbing and interpreted by others as a threat of approach¬ 
ing insanity. 

The bereaved person often shows restlessness, inability to sit 
still, aimless movements, and a search for something to do but 
at the same time displays a lack of initiative. He follows a daily! 
routine but finds it an effort and sees little significance in it. 

The duration of grief seems to depend upon the ability of a 
person to readjust to the environment from which the deceased 
is missing, and upon the formation of new relationships. Some 
try to avoid the intense distress and the emotional expression of 
grief. Others are able, as soon as the grief is accepted and the 
memory of the deceased can be dealt with, to find relief of their 
inner tensions and hostilities. 


MORBID GRIEF REACTIONS 

Morbid grief reactions represent distortions of normal grief 
patterns. 

The most common example of this is delay or postponement 
of mourning. The person may show little or no reaction to the 
loss for weeks, months, or even years, if the bereavement occurs 
at a time when the patient is confronted with important tasks 
or concerned with maintaining the morale of others. Patients in 
acute bereavement over a recent death may actually be preoccupied 
with grief over a person who died years ago. 
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In other cases the bereaved may show alterations in conduct 
of several types as follows: 

1. Overactivity. 

2. Hysteria or hypochondriasis. 

3. A recognized disease of psychosomatic origin. 

4. Alteration in relationship to friends and relatives with pro¬ 
gressive social isolation. 

5. Furious hostilities against specific persons. 

6. Repression of these feelings of hostility and complete ab¬ 
sence of emotional display. 

7. Lasting loss of patterns of social interaction in cases where 
there is a lack of decision and initiative. 

8. Engaging in activities which are detrimental to his own 
social and economic existence. 

9. Deterioration into a state of agitated depression with ten¬ 
sion, agitation, insomnia, feelings of worthlessness, bitter 
self-accusation and obvious need for self-punishment. Such 
people may be dangerously suicidal. 


MANAGEMENT 

Proper psychiatric management of grief reactions may prevent 
prolonged and serious alterations in the person's social adjust¬ 
ment as well as the onset of physical or mental disease. 

The psychiatrist can help the bereaved to accept the pain, 
review his relationship with the deceased, understand his fears, 
express his sorrows, verbalize his feelings of guilt and find an 
acceptable formulation for his future attitude toward the memory 
of the deceased. 



Understanding Your Mourning: 
A Psychiatrist’s View 

David Peretz 


Bereavement refers to that state of feeling, thought, and activity 
which is a consquence of the loss of a loved or valued one. There 
are a variety of bereavement states, all of which may be viewed 
as illnesses. Each represents a significant departure from the be¬ 
reaved person’s usual state of feeling, thought and action. As 
with any illness, the preferred outcome is a return to health or 
that physical and emotional state which existed prior to the ill¬ 
ness. As with any illness, recovery may be total or partial. For 
some, healing proceeds in a smooth, predictable way without 
complication, but for others, healing leaves serious scars which 
later interfere with function. 

Bereavement states are often limited in degree and duration. 
These states require no specific medical advice or treatment. As 
when afflicted by the common cold, these bereaved persons heal 
within a certain period of time with or without the help of a 
doctor. This type of bereavement is known as grief. 

Other bereavement states are more maladaptive. These are 
not self-limited, and do not run a direct course toward recovery. 
They are more exaggerated or more persistent and they are more 
crippling or more disruptive to the bereaved, his family, and his 
friends. They may last for many months or years rather than 
days, weeks or several months. 

The more serious bereavement states included depression, 
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hypochondriasis, certain worsened symptoms of pre-existent bodily 
illness, and absence of bereavement, to name a few. 


LOSS AND COPING 

Loss has profound consequences for each of us from birth 
until death. Such losses include loss of health, loss of position, 
loss of affection, and permanent loss of loved ones. Loss also oc¬ 
cupies a central position in the precipitation of illness. 

These losses provide repeated stressful challenges which are 
met by the development and organization of techniques of coping 
which become part of personality style. We learn from loss even 
as we are painfully traumatized by it. Death represents the ulti¬ 
mate loss and therefore has a particular capacity to arouse power¬ 
ful emotional states in each of us. 

Coping includes dealing with the feelings and emotions that 
loss or the threat of loss arouses, as well as with the objective 
meaning of the loss. The bereaved may have lost an economic 
provider and has to face the real and practical problems that this 
poses. Simultaneously, the bereaved must cope with the inner ap¬ 
prehension, fear, or anger that this new responibility or burden 
evokes. Each time we lose a loved one or a valued person, many 
qualities and attributes are lost. The lost loved or valued person 
may have been a source of great tenderness, warmth, comfort, sup¬ 
port, sexual gratification, and pride; or, a painful burden and a 
cause of frustration; or, as is so often the case, a combination of 
these positive and negative qualities. Because of the varied quali¬ 
ties and attributes which are lost, multiple feelings are aroused. 
The feelings and emotions aroused by the loss of a loved or valued 
person include mental pain, yearning, anguish, sorrow, dejection, 
sadness, depression, fear, anxiety, nervousness, agitation, panic, 
irritation, anger, disappointment, guilt, shame, helplessness, hope¬ 
lessness, despair, disbelief, denial, shock, numbness, relief, empti¬ 
ness, and lack of feeling. Some of these feelings may at times 
conflict with others. The conflict between expected and unex¬ 
pected or acceptable and unacceptable feelings generates new emo¬ 
tional states which must be coped with. The bereaved may find 
it difficult to cope with a mixture of sorrow, yearning, and anger. 
Unable to accept being angry with the lost loved or valued per- 
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son, the bereaved may experience shame or guilt. Then these 
painful feelings bcome a problem in their own right to be dealt 
with in the state of bereavement. 

Our current society tends to provide little framework of 
support for the bereaved. Grief, rather than being encouraged, 
seems to be viewed as less than desirable. Admiration is offered 
for those who appear strong and limit their expression of emotion. 

The tendency dominant in our society is to expect that the 
bereaved individual will quickly pick up the pattern of his life, 
return to work, family responsibilities, and socialization within 
the community, and be rather quiet about his grief. 

At times the bereaved flees from his own painful feelings by 
selecting that aspect of social values or expectations which per¬ 
mits him to terminate the bereavement prematurely. In our so¬ 
ciety, symptoms of physical illness, being more acceptable by 
presumably being out of our control, can become substitutes for 
the expression of feelings. 

The bereavement state can be seen then as the outcome of 
an interaction between the highly personal characteristics of the 
bereaved—the kind of relationship that existed between the be¬ 
reaved and the dead person—and social values, which may support 
certain bereavement states and discourage others. 

Bereavement states may begin to be experienced before the 
death of the loved or valued person. This is particularly true 
when there has been a chronic illness with a downhill course, or 
briefer illness with certain fatal outcome. When the bereavement 
state begins weeks or months before the actual loss, there may be 
little evident reaction or no prolonged state after the death. In 
some circumstances, wherein pain and suffering have been promi¬ 
nent, the bereaved may experience an appreciable sense of relief 
or release. 

Another situation in which there is no evidence of apparent 
bereavement involves the individual who “hides" his grief. This 
person grieves secretly in the privacy of his home or room and 
thus is limited in the degree to which he can express grief or 
receive support. These individuals consciously control themselves 
in public or rationalize their pain by indicating that the deceased 
person is better off and free of suffering. They are ashamed of 
feeling as deeply as they often do about the deceased loved or 
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valued person. There is frequently a hidden need to deny the 
reality of the loss because of close identification with the de¬ 
ceased. These people tend to be seen by others as strong but not 
cold. They often express their feelings by caring for others. Their 
sadness is felt by those close to them, though their actions seem 
to belie the feeling. 

People who experience the above group of bereavement states 
are in contrast to those individuals who neither show their feeling 
in response to loss by expressions of weeping, sadness, and pain 
nor are even aware of feeling deeply. These individuals think a 
variety of unhappy thoughts but seem defensively to isolate the 
feeling state. Techniques used by these people to support their 
isolation of feeling include busy-work, involvement with details, 
cleaning up, or some other form of ritualized activity. Their be¬ 
havior has a compulsive quality. Much ideation may be expressed 
about whether this or that should have been done for the dead 
individual. These people tend to fear strong feelings in themselves 
and move away from them. They may develop delayed reactions 
to the loss many months or even years later. 

Unlimited mourning or bereavement refers to individuals 
who arrange their post-loss environment to reflect no change in 
life pattern. The home is not changed an iota. It becomes a 
shrine and awaits the return of the deceased person. This may 
represent a way of denying the reality of the loss as a means of 
protection against the intense suffering it would engender. It is 
a defense against grief though it appears as a prolongation of 
grief. 


GRIEF 

Grief is characterized by intense mental suffering or distress, 
sharp sorrow, and painful regret. Shock, numbness, and the loud 
denial that it cannot be true alternate with bewilderment and 
the weeping, despairing confrontation with the truth of the loss. 
In the initial stage, the bereaved soon feels exhausted, has little 
appetite, and frequently has difficulty sleeping. There may be 
agitation with wringing of the hands, restlessness, and an ap¬ 
pearance of confusion and puzzlement. There is a marked tend- 
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ency for the emotional state to come in waves, at frequent 
intervals at the beginning of the period of bereavement and less 
as it progresses. Painful yearning and loneliness are prominent. 

The bereaved often has dreams of the deceased and these 
are frequently described as comforting. The deceased person may 
be visualized in the dream as younger than at the time of death. 
At times, the bereaved may experience terrifying nightmares in 
the first days or weeks. 

The bereaved in a state of grief may experience illusions. He 
may think at times in the days and weeks following the death 
that he hears the footsteps of the lost person in the hallway at a 
time when they would ordinarily return from work. There may 
be a momentary, very real sense of the deceased person's presence 
and even the false perception that he is seen. The bereaved is 
able to realize that these experiences are illusory. 

3 Anger at the deceased person may be felt for leaving one 
burdened, for not using his power to stay alive (when the loved 
one was seen as all-powerful), for withdrawing gratification, or 
for other reasons. It is often difficult for the bereaved to accept 
anger in himself, or to talk about it with relatives or friends. It 
may become the source of guilt in grief. Guilt may be part of 
the state of grief. Guilty self-reproach should not be extravagant, 
and reassurance usually offers some relief in contrast with de¬ 
pressive guilt. 

The duration of grief as a bereavement state is variable and 
may range up to six months or a year. One way of judging the 
grief process is by whether there is a steady increase in the capac¬ 
ity to function as the bereaved had functioned before the loss. It 
is to be expected that, when faced with highly personal reminders 
of the dead person and their relationship (pictures, songs, places), 
temporary upsurges of strong grief feelings will occur. We look 
for an upward slope of improvement in the feeling state and 
whether other relationships are being re-established or interest 
expressed in them. Particularly important for recovery from grief 
is the return of full capacity for pleasure without shame or guilt. 
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DEPRESSION 

While many of the symptoms and signs of acute grief de¬ 
scribed previously are seen in depression, the two conditions 
differ significantly and qualitatively. 

Among the complaints of the depressed person will be lassi¬ 
tude, inability to get started, lack of energy, trouble in concen¬ 
trating, and not thinking clearly. Whereas the bereaved in a state 
of grief may feel that the world is empty and experience a tem¬ 
porary sense of personal emptiness, the depressed person tends to 
feel the inner emptiness more persistently and intensely. 

Physical complaints are frequent among depressed people. 
Severe insomnia with early morning awakening (4, 5, or 6 A.M.) 
and inability to get back to sleep, poor appetite, dry mouth, con¬ 
stipation, considerable weight loss, decreased sexual ability or 
impotence or decreased menstrual flow can occur singly or in 
combination; headache, back pain, and palpitations are also ex¬ 
perienced. There is a frequent tendency to hypochondriasis in 
this group. 

The depressed individual has difficulty in weeping, often ex¬ 
pressing the wish that he could cry and the conviction that he 
would feel better if he did. 

Depression may occur as the dominant feature of the be¬ 
reavement state. It may develop almost immediately in response 
to the loss, occur gradually during the days, weeks, or months 
following the death, or may appear after an apparent recovery 
from grief. It may also present itself after a prolonged period 
during which there have been no prominent signs of bereavement 
state. 


HYPOCHONDRIASIS AND WORSENED 
SYMPTOMS OF PRE-EXISTENT AILMENTS 

Hypochondriasis may occur transiently in grief, may be an 
important symptom of depression, or may exist independently as 
an illness in its own right. The fantasied disease may be an 
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elaboration on genuine symptoms associated with either grief or 
depression. 

Medical consultation should be obtained to (1) attempt to 
mobilize the underlying feelings of bereavement, (2) rule out the 
presence of serious illness (3) treat what illness may be present, 
(4) clarify the emotional components of the state. 

The bereaved individual who experiences his grief by com¬ 
plaining of worsening physical symptoms is often characterized 
by exaggerated independence, difficulty in showing feelings to 
others (though they may be very much aware of them internally 
when someone else defines them), and difficulty in accepting help 
from others. Physical symptoms appear to be a more acceptable 
route to the expression of painful feelings and the receipt of 
support. The physician may play an important role in consulting 
with such people in that they often “open up” with him if he 
presents a sympathetic ear and encourages the expression of emo¬ 
tions. Several visits may afford considerable relief of worsened 
physical symptoms and allow grief to proceed more directly. 

Bereavement states vary according to (1) the personality of the 
bereaved, (2) the relationship between the bereaved and the lost 
loved or valued person, and (3) the values or institutions of the 
society in which the bereaved lives. Bereavement states are usual 
following a significant loss, and attempts to block or inhibit be¬ 
reavement feelings and activities may lead to more serious mal- 
adaptation. Expression of feelings of grief is not only appropriate 
after loss but is to be encouraged. The development of certain 
states during a bereavement clearly indicates the need for medical 
consultation. These states include depression, hypochondriasis, 
worsening of symptoms of previous bodily illness, alcoholism or 
drug dependence, and neurotic or psychotic behavior. Absence 
of symptoms or signs of a bereavement state or extremely minimal 
signs of bereavement also require evaluation. Under certain cir¬ 
cumstances lack of reaction is to be expected and appropriate; 
while at other times it may betoken hidden emotional conflict. 

The physician is increasingly aware of the signal importance 
of loss and bereavement and can provide considerable advice, 
support, or treatment where it appears essential. 




Psychiatric Implications of 
Bereavement 

James P. Cattell 


The reaction of the bereaved*person is inextricably linked with 
his earlier experiences in life. The loss of a loved one is only one 
of a wide variety of losses that the average person may experience. 

Losses may occur in the physical realm; i.e., they may consist 
of any change that significantly alters the appearance and func¬ 
tioning of one’s body and one's body-image concept; and in the 
socio-professional realm, i.e., there may be a significant change in 
one's social, academic, professional, economic, or independent 
status. Amputation, paraplegia, colostomy, loss of sight and hear¬ 
ing and, to some extent, heart attacks, are illustrative of the first 
category. Loss of social status, academic failure, apparent or real 
professional incompetence, loss of income or savings, and incarcera¬ 
tion in prison or concentration camp, illustrate some of the possi¬ 
bilities in the second category. 

Factors Influencing Reaction To Loss. The reaction to loss is 
influenced by a variety of historical factors, both early and more 
recent, as well as by many aspects of the contemporary scene. 
Generally speaking, the closer and freer the relationship between 
child and parents in the early years, and the more opportunity for 
healthy emergence as an individual and for gradually evolving 
independence, the greater the adult person's eventual ability to 
sustain significant loss. Conversely, factors such as a broken home, 
whether through death, divorce, or protracted absence of one of 
the parents for medical, legal, military or other reasons, can dis- 
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tort the child’s opportunity for healthy, close relationships. These 
can impair his developing realistic concepts about the world and 
about himself and his potential for independent functioning. 
Several authorities have noted the striking similarities between the 
reactions of infants to the protracted absence of the mother and 
the reactions of adult depressives. An early loss, though temporary, 
sensitizes or programs the individual to a loss in adult life, and 
he often responds by mourning for both. 

The reactions of a person to loss vary according to how 
important the deceased had been to his self-concept and his day- 
to-day living. 

Circumstances of the Loss. To the extent that the relationship 
with the lost object had been truly devoted and giving, the cir¬ 
cumstances of the loss are of little significance in the grieving 
person’s reaction. To the extent that there had been ambivalence, 
overdependency and fear of life, the circumstances seem to in¬ 
fluence the reaction. Then there may be guilt and self-recrimina¬ 
tion about some error of omission or commission. 

Reactions To Loss. Bowlby, who has written extensively on 
grief and mourning, has delineated three phases of mourning: a 
sequence of subjective experiences that begins with anger and 
anxiety, followed by pain and despair which may end in hope. 
The course of these sequences may vary remarkably, and rage, 
protest, and yearning may alternate with feelings of emptiness and 
despair. The physiological (nonpathological) sequence begins with 
craving, angry efforts to recover the lost object, and appeals for 
help. This is followed by a period of apathy and disorganization 
of behavior that allows the individual to relate to new objects and, 
eventually, once again to find some satisfaction in living. 

Loss of a Spouse. The loss of a spouse entails a major change 
in role for a person of either sex, but particularly for the bereaved 
woman. Socially, she and her husband had been regarded as a unit, 
although appreciated individually up to a point. Without his 
presence, the unit is dissolved and friends are perplexed as to what 
to do. More often than not, they will deluge the widow with social 
invitations—usually long before she is prepared to venture into 
the world again. If she does, she may find that friends are too 
cordial, oversolicitous but obviously cautious about saying the 
wrong thing. She has enough of her own anxiety without being 
subjected to that of others. After the too-early flurry of invitations, 
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to which she has not responded very graciously, she may find her¬ 
self tacitly abandoned because as less than a unit she no longer 
fits into the social scene. 

If she is a relatively young and attractive person, her women 
friends may suspect that her presence in their social circles might 
jeopardize their marriages. When she is ready to find new social 
contacts, she may discover that the opportunities have disappeared 
and that she is limited to spinsters and widows. 

Particularly if she has a career, daily contact with men would 
continue as before, but again her role in their eyes may gradually 
change. However much they may have respected her as a married 
woman, she may come to be seen as hungry for love and sex on any 
basis and fair game for them. These factors provide a further dis¬ 
ruption in her already convulsed world and further undermine 
her tenuous self-esteem and identity. 


Bereavement 

W. Dewi Rees 


I he reactions of most bereaved people fall within a major range 
of response, which contains a number of common factors and 
which varies in duration from a few days to a few months. 

Much remains to be learned about this normal range of 
response. Its pattern and intensity probably vary with the age 
and sex of the bereaved and with his kinship to the deceased. 
Social factors are also important. The response of bereaved people 
also varies with the age and previous state of health of the 
deceased. 

This pattern of normal response is often associated with a 
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variety of factors, such as temporary loss of appetite, loss of weight, : 
altered sleep pattern, and a tendency to think about and miss the j 
deceased. 

A surprisingly large number of bereaved people “see” their 
dead relatives. This experience is not uncommon amongst people 
who are otherwise coping adequately with their bereavement and 
pursuing normal lives. Because of this I include it among the 
range of normal reactions to bereavement. 


Mourning 

H. Robert Blank 


In general, experience teaches us that the expression of grief ! 
through tears and talking is healthier than its suppression. To I 
share painful feelings with a friend or respected counselor facilitates j 
the mastery of these feelings. And the bereaved who are ashamed 
of such feelings and their expression (typically, men) need re¬ 
assurance that to have such feelings and talk about them are 
healthy and desirable occurrences, not indications of weakness. 

The bereaved also needs reassurance about hostile feelings 
toward the deceased for abandoning him. Such reactions are uni¬ 
versal but are usually repressed. When they do emerge, the be¬ 
reaved is extremely disturbed by them and ashamed to talk about 
them. It is easier to talk about one's own guilt than to talk about 
current anger or rage toward the deceased. 

Usually the overt signs of grief are no longer evident to the 
ordinary observer after a week or two; the bereaved has resumed 
his work, and his life is under reasonable control. We all know, ! 
however, that the internal, private, painful work of mourning I 
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has just begun. What is the normal duration for this prolonged 
and painful process—that is, for the bereaved fully to accept his 
loss and to direct all of his energies toward the problems and satis¬ 
factions of living? If one is to avoid blundering in giving advice 
to the bereaved, or avoid making unrealistic demands on him, 
it would be safe to assume one year to be the minimum duration 
of mourning, and one to two years the average duration. Varia¬ 
tions depend, of course, on the maturity and temperament of the 
bereaved, and the quality and the duration of the relationship 
with the deceased. 

The normal initial response to the loss of a loved one is a 
manifest grief reaction, a depression, characterized by dejection, 
tearfulness, restlessness or retardation, insomnia, and the expres¬ 
sion of feelings of hopelessness, helplessness, emptiness and guilt. 
The guilt feelings are based on the bereaved’s fantasied or actual 
derelictions. All these signs are not always apparent, and they vary 
in intensity, not only because of individual differences in tempera¬ 
ment and personality, but also because of cultural sanctions regard¬ 
ing the expression of emotion in general, and mourning rituals 
in particular. 


ABNORMAL AND PATHOLOGICAL 
MOURNING REACTIONS 

Grief reactions of unusual, often incapacitating severity or 
duration, and a variety of strange, even bizarre behavior pat¬ 
terns, are often seen in bereavement states. 

Certain factors in a person's history predispose him or her 
to abnormal reactions to the loss of spouse, parent, sibling, or 
lover: 

1. Alcoholism. 

2. Death of a parent or sibling in the bereaved’s childhood or 
early adolescence. 

3. Homosexuality. 

4. Psychiatric hospitalization . 

5. Past history of depressive reactions to relatively minor mis¬ 
fortunes or frustrations. 

6. Prolonged conflict with the deceased. 

7. Marked dependency upon the deceased. 
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Awareness of these factors can help in anticipating abnormally 
severe or pathological mourning reactions, so that prompt medical 
or psychiatric help may be provided. It is essential that such knowl¬ 
edge be part of the basic training of every physician, nurse, clergy¬ 
man, counselor, and other professional persons. Such knowledge 
will make it possible to provide early effective treatment for 
otherwise incapacitating depressions and other mental illnesses. 


Aloneness 

Vincent Paris Fish 


When death brings to an end the intimate companionship of man 
and wife, there occurs a traumatic severing of the most meaning¬ 
ful and sacred communication either has known. The immediate 
result is often withdrawal from all forms of communication with 
family, friends, and neighbors. In some instances, there is a cut¬ 
ting off of all communication with God, and church or synagogue. 
With the well-adjusted person, the severing of communication is 
temporary, and usually brief. But because, in a real sense, the 
surviving partner is no longer a complete being, all relationships 
with family and community are somehow changed, and a period 
of readjustment must be faced. 

In order to understand the reasons why human beings react 
as they do to the death of a spouse or other loved one, we must 
seek the answers in an understanding of ourselves, particularly of 
our created needs for communication and companionship. 

“God created man male and female. God said, It is not good 

that man should be alone. I will make a helpmate for him. 
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Therefore shall a man leave his father and mother, and shall 
cleave unto his wife: and they shall be one flesh/ ” 

Thus Holy Scripture points out the elemental fact that man 
is a social animal. God created him that way. The smallest social 
unit is that of man and wife. God said that in marriage a man 
and wife become one flesh . St. Paul amplified this when he said, 
“He that loveth his wife loveth himself, for no man ever hated his 
own flesh/' This principle is carried over into civil law in those 
cases where the testimony of one spouse might endanger the life 
of the other, as in a trial for murder. Society thus recognizes the 
oneness of the married state. 

To reverse the process of withdrawal from normal human 
relationships on the part of the surviving spouse, and aid in the 
renewal of communication with God and man, much can be ac¬ 
complished by family, friends, physician and clergyman. New 
horizons can be opened and a meaningful mode of life can take 
on dimensions that are very rewarding. The channels of commu¬ 
nication are the vehicles of joyous life. 


Guilt 


Glenn Mosley 


One of the most effective ways to cope with grief is to understand 
that the feelings of guilt, resentment, of not having done enough, 
desertion, deprivation, anger, fear and countless others, are shared 
by almost all who grieve. Since death is not a subject for casual 
conversation, two people in a family may be grieving for the same 
person and experiencing almost identical emotional reactions, but 
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because they do not feel free to bare these emotions completely, 
they may assume that their own reactions are abnormal. 


Acceptance 

Glenn Mosley 


When one is greatly disturbed by the death of a loved one, it |s 
important for him to be able to express his feelings freely. Much 
conspires to prevent such expression. Particularly when one is 
ashamed of feelings which to him indicate weakness or unworthy 
thoughts, it is well for him to attempt to share these with an 
understanding, accepting friend, relative or professional counselo r. 
There is no real merit in concealing such feelings. The clergyman, 
especially one who has added skills in personal counseling to his 
religious training, may well be the one to whom the person witti 
a deeper problem may turn. 





Anticipatory Grief 


James A. Knight 


Anticipatory grief is a most important reaction which is all too 
frequently overlooked. Understanding and recognition of this phe¬ 
nomenon enable those who comfort and work with the families 
of the dying to make their ministrations much more effective. 

The grief reaction is only one of the forms of separation re¬ 
action. All separations are not a result of death. Genuine grief 
reactions can also be seen in individuals who have not experienced 
a bereavement but who have experienced separation. The families 
of service men in time of war often suffer a genuine grief reaction 
on the departure of a member of the family into the armed forces. 
Such separations occur under a threat of death but are not due 
to death. A common picture growing out of this type of situation 
is a syndrome which has been designated anticipatory grief. 

For example, in time of war, a woman may be so concerned 
with the adjustment that will have to be made by reason of the 
potential death of her father, brother, or husband that she goes 
through all the phases of grief, including a review of all the forms 
of death which might befall him and anticipation of the modes 
of readjustment which might be necessitated by the death. While 
such a reaction may form a safeguard against the impact of a 
sudden death notice, it can turn out to be a severe handicap at 
the occasion of reunion. 

Separation from significant persons in one’s life may be 
brought about by war, chronic illness, distant employment, or any 
number of circumstances. An appreciation of the complications 
which may arise out of anticipating grief should enable us to 
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deal more effectively with certain critical problems in interpersonal 
relationships. 

The family's reaction to the prospective death of a child can 
also be compared to separation anxiety. The process of mourning 
usually begins before the child dies. The family must be allowed 
this period of mourning, which involves self-examination, self- 
condemnation, and also guilt. They need the pastor’s and physi¬ 
cian's acceptance of their mourning. 

The process of anticipatory mourning, the gradual detach- j 
ment from the child of the family’s emotional investment, is ob¬ 
served in most cases in which the course of illness is longer than 
three or four months. The kindest effect of this anticipatory mourn¬ 
ing is a muting of the grief reaction, so that the terminal phase j 
and death of the child is often received with an attitude ofj 
philosophic resignation. j 


Frederic P . Herter 


Grief following long-anticipated death presents special prob¬ 
lems. There is no initial shock phase. Preparations have already 
been made in depth. Friends and relatives have long since been 
informed of the impending end. Expressions of sympathy, acts 
of support have already been conferred. Grief has found its fullest 
expression long before death and has been gradually replaced by 
a resigned acceptance of the facts. The life alone has already 
begun and the attendant adjustments in thinking made. 

Death, under these circumstances, comes anticlimactically, 
without drama. A transient resurgence of grief may ensue, but it 
is dulled by long months of anticipation. More often, the end 
is marked by a sense of relief; of release from a protracted phase 
of anguish and suffering into a new life of relative normalcy. It 
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is not unnatural that this suppressed relief should be accompanied 
by feelings of confusion and guilt. To the outside world, a posture 
of grieving must be assumed out of proportion to the actual sense 
of loss. In our culture, any overt expression of relief is inappro¬ 
priate. Hence, honest emotions are sublimated to a degree, and a 
charade is played out. 

Whatever conflicts may arise can be lessened significantly by 
a simple awareness of the nature of anticipatory grief, and once 
again the physician can play an important role by anticipating 
this reaction and preparing the family for it. 


The Editors 


There is a final area of anticipatory grief which many bereaved 
and even some workers in the field fail to understand and ap¬ 
preciate realistically. This concerns the extent to which grief is ex¬ 
perienced in advance of the actual death of a loved one and is 
especially true if he has been sick for a long time and is now termin¬ 
ally ill. Here, bereavement is imminent; the inevitability of coming 
death has been faced over an extended period. At the same time 
that the approaching loss is profoundly affecting the bereaved-to-be, 
the situation is further complicated and compounded by evidences 
of grief in the patient himself related to his illness and fear of 
death. 

There appears to be a timetable of grief, oriented to both the 
date of the onset of a fatal illness as well as the death of the loved 
one. This timetable of grief, somehow built within us, is one for 
which we should indeed be thankful, for it sequentially relates the 
period of bereavement to a finite period of time. 

No amount of foreknowledge or grieving will do more than 
mitigate the event of death when it comes. But the presence of 
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grief in anticipation of the loss alters its subtle progression; the j 
inevitable change has foreshadowed one's feelings; one is power- | 
less, and a measure of resignation has crept in. A sorrowful reality | 
is about to ensue; and actual death comes as an affirmation of our i 
pre-knowledge. Sharp grief has already been experienced; but the i 
sharpest edge of grief comes at this time. However, because of his 
anticipatory grief, the bereaved more readily finds his way back 
to peace according to the dictates of his own situation and the 
ensuing circumstances. Those about him should somehow be 
brought to the same realization, so that they will understand all 
the bereaved's reactions to the ultimate event and will become 
better able to assist, rather than hinder him in working through 
his grief. 

Thus, without recognition of the influence of anticipatory 
grief, no consideration of the complexities constituting the trans¬ 
cendent emotional and physical state of bereavement would be 
complete. Hence, once the bereaved and those about him become 
aware that grief in anticipation of the death of a loved one does, 
in fact, occur, a giant stride toward recovery will have been made. 

! 

i 




Death and Bereavement 


in Later Life 

Robert Kastenbaum 


A death. We mourn. Why? Is it always for the same reason? 

Here we encounter the death of a youth. We grieve for the 
kind of person he was. But we grieve also for the loss of what he 
might have become. We mourn for the blotting-out of an expected 
future. 

Here we encounter the death of a person who was in the prime 
of his adult life. Again we mourn for what he was and what he 
might yet have become. This time, however, there might well be a 
different quality to our sense of bereavement. We grieve for the 
premature termination of a promising existence. 

And now we encounter the death of an elder. Whom do we 
mourn? Do we grieve for the person he might have become had 
his life not terminated at this point? Do we sorrow over the loss 
of the person as he was in his later years? Or are we moved only by 
memories of what he once had been? Yet again—could it be that 
we do not actually feel grief? Perhaps it is another sort of senti¬ 
ment that rises within us. 

I would suggest that the death of an elder does arouse a special 
sentiment within us under the appropriate circumstances. By this 
I mean that (a) we knew the deceased fairly well, (b) we admired 
and respected him, and (c) he continued to live in a way that we 
admired and respected until his personality dissolved with the 
dissolution of his body. In other words, he taught us something 
not only by his life but also by the way he met death. Under these 
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circumstances, our sentiment is not given over exclusively to the 
sense of loss. Nor do we find it meaningful to mourn deeply for 
the future experiences that are now denied him. Instead, we may 
sense that we have gained something. The nature of this enrich¬ 
ment, this parting gift, is difficult to describe or define. Perhaps 
the feeling has something in common with our experience in wit¬ 
nessing a beautiful sunset. If the day must end, then this is a lovely 
and appropriate way. And the ending also illuminates all that went 
before it. I think that we learn something valuable about what a 
life means when we have an intimate relationship to a death that I 
terminates a long, eventful, and complete existence. Such an experi¬ 
ence may, in fact, help us in our gradual, beneath-the-surface prep¬ 
aration for our own eventual encounter with death. 

It has been reported that young people seem to ascribe three j 
different orientations toward the elderly: (1) most elderly people \ 
are quite fearful of death; (2) most elderly people are ready for j 
death; (3) most elderly people are oblivious to their fate. Let us j 
compare these opinions with what has been learned about the ways ! 
in which elders actually do orient themselves toward dying and j 
death. j 

It is recognized that no simple description or explanation 
is possible of death and bereavement in later life. Individual differ¬ 
ences are numerous and our scientific knowledge is scant. Never¬ 
theless, a few propositions may be advanced. These propositions 
take into account the existing scientific knowledge, but contain 
much that has no basis other than the author's opinions and 
speculations. 

Among the interpretations made were the following: 

1. There is a strong tendency in our society to consider older 
people as less important than younger people. 

2* This attitude sometimes influences the behavior of both 
young and old in such a manner that the feared, undesired state 
of affairs is brought into being. We may force elders into a reduced 
style of life and the elders themselves may behave as though they 
had no alternative. 

3. It is sometimes assumed that most elders are either pre¬ 
occupied with fear of death or are oblivious to their fate. These 
opinions are not well supported by the available evidence. 

4. In a general sense, it is probably true that many elders are 
ready for death. But the specific nature of this readiness varies from 
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person to person and also depends upon the total circumstances 
in which he finds himself. 

5. Many elders suffer from a succession of bereavements. They 
are affected not only by the death of loved ones, but also by losses 
of many kinds. It is not uncommon to develop a bereavement 
overload . 

6. When a bereavement overload exists, the elder is likely 
to show a variety of adverse changes in mind and body. These 
changes often are mistakenly attributed to "growing old." Such 
an error in interpretation may deter us from offering the assistance 
that could ameliorate or reverse the reactions. 


Bereavement and the 
American Family 

Paul J . Reiss 


Although certain factors have reduced the effects of bereave- 
ment in various family relationships, they have actually heightened 
the problem in the case of the death of a husband or wife. The 
most serious loss of a personal relationship for most people is the 
loss suffered through the death of a spouse. Through the emphasis 
placed upon the immediate family, American family patterns have 
increased the importance of the marital relationship. Unlike many 
other societies, the marital relationship in the United States takes 
precedence over all other relationships with family members, rela¬ 
tives, in-laws, or friends. 

Social and behavioral scientists have long recognized the im- 
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portance of close personal relationships for the development and 
stability of the individual person. In the type of complex society 
which has developed in the United States and other industrialized, 
urbanized societies, about the only personal relationship which an 
individual is able to maintain over an extended period of time is 
the one with his spouse. As a consequence, we place great import¬ 
ance upon marriage, expecting it to do a great deal for the indi¬ 
viduals involved, compensating by itself for the lack of meaningful 
relationships elsewhere in the society. It is significant that Ameri¬ 
can couples today report that companionship is the most important 
aspect of marriage for them. In no other society is one’s spouse 
expected to be so exclusively one’s companion, friend, confidant, 
and emotional support. 

This pattern which stresses marriage as companionship is 
further reinforced in the later years, when the children have de¬ 
parted from the home, when retirement from occupations cuts 
people off from their business, professional, or work relationships, 
and when the frequent moving of people around the country often 
leaves the couple in a community of strangers. In this situation, 
the married pair for a number of years must depend upon each 
other to an even greater extent for the meaning of life and the 
personal satisfactions which can only be derived from a close 
personal relationship. 

Therefore, although trends in mortality and family life pat¬ 
terns have mitigated the problems associated with the death of 
other family members, the problems of bereavement in the case 
of husband or wife have been rendered more severe. 




Enforced Intimacy and Bereavement 


Frederick D. Hayes 


When one faces bereavement and all that goes with it in a small 
city, he is faced with both the positive advantages and the nega¬ 
tive aspects of what some sociologists have called enforced inti¬ 
macy. A death in the small community inevitably touches all 
people with whom the bereaved is associated. Certain relation¬ 
ships have been changed for a larger number of people in this 
community than, I suspect, is true in a community of greater size. 
More people who live within a short distance of the bereaved, 
who earn their living working near him, who belong to the same 
church, who have joined the same clubs, who go to the same 
theaters, who shop at the same stores, and so on, are aware of the 
death in the family. 

Every meeting will bring thoughts to your mind concerning 
the experiences of the immediate past, and also thoughts that go 
back beyond the immediate past to other days and other experi¬ 
ences. The past comes back rather easily to one who lives in a 
small community. He lives with it. And yet also, in the small 
town, more people are conscious that a deep loss has been suffered 
than they would be in a greater city or area. 

One has to go on living in the home where the bereavement 
has taken place. One has to go on living in the same rooms once 
shared with the departed, sit in the same chairs, look at the same 
pictures, and so on. Fortunate is the man who can accept the 
reality of this situation without closing off certain rooms, remov¬ 
ing pictures from the walls, avoiding certain furniture. Slowly, 
at first, but then more quickly, as time ministers to grief, one 
comes face to face with a deeper reality, namely, that the life 
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which has been shared still goes on, that the one who has passed 
from physical sight and existence is still a part of one’s life. The 
old familiar things can help, not hinder, the realization of this 
truth and enable one to lay hold of its healing powers. 


Why You Need Your Physician Now 

Joseph Bess 


The bereaved can profitably turn for advice to his physician. 

First and foremost is the physician's awareness that grief for 
any two persons is never quite the same. Such a realization en¬ 
ables the physician to consider and prescribe for the changing 
needs of the bereaved throughout the process of mourning. 

Secondly, and of equal importance, is his awareness of certain 
“normal” psychophysiological changes in the usual behavior of the 
bereaved ranging from disturbances of sleep and appetite to seem¬ 
ingly bizarre thoughts regarding the deceased. Such symptoms, he 
knows, are as normal in the usual work of mourning and even¬ 
tual recovery from grief as fever may be in the course of recovery 
from illness. Consequently, he can provide the necessary profes¬ 
sional reassurance and encouragement so often needed during a 
time of crisis. 

Thirdly, the physician is able to distinguish normal from 
pathological grief and can intervene and utilize his skill, training, 
and experience to help avert a more serious or prolonged state of 
depression. 

Fourthly, he recognizes, accepts, and encourages the usually 
normal desire and need of the bereaved to communicate his feel¬ 
ings to an individual with the capacity to comprehend his grief. 
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Fifthly, and of prime importance for the grief-stricken, is the 
bereaved's closely related need for meaningful consolation and 
supportive therapy. 

Sixthly, the physician accepts as part of his professional re¬ 
sponsibility the frequent need of the bereaved for guidance and 
the equally frequent dependence of the bereaved upon the physi¬ 
cian in many matters which demand the making of decisions. 


Medical Needs of the 
Bereaved Family 

George A. Hyman 


The chief medical and psychological needs of the close members 
of a bereaved family must be cared for at three relevant periods: 
(1) shortly prior to the loss, in circumstances when death is im¬ 
minent; (2) within four weeks afterward; and (3) at a time later 
than four weeks. 

The bereaved, as a natural reaction to their loss, tend to ig¬ 
nore even serious and important medical problems that may pre¬ 
sent themselves. An overt, unavoidable emergency calls forth 
immediate action. Excess of grief may result in accidents causing 
injury, and these, too, by their very nature, may require prompt 
care regardless of the state of mind of the grieving family. 

But frequently we may encounter more serious medical prob¬ 
lems which do not make themselves so apparent as fainting and 
injuries and are, therefore, ignored or brushed aside as not being 
of proper or of sufficient import to investigate at such a time. 
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Occasionally, known hypertension, diabetes, cardiac disease, 
and other serious ailments may exist among the mourners, and it 
is not unusual for medication customarily taken to be neglected 
and a possible crisis precipitated. ° 

The most common lack in these periods is adequate rest, both 
mental and physical. It is perfectly proper to take medication to 
insure sleep at night, even if this must be done every night; and, 
during the day, for relief of nervous and emotional strain, it is 
often well to take a mild sedative. If sleeping problems are en¬ 
countered, hypnotic drugs may be taken at night in adequate 
dosage. 

Sometimes a tranquilizer or an antidepressant or stimulant is 
needed to obviate the strain of the second period. 

Medical assistance should be sought when indicated, even if 
only to sedate the grief-stricken, and thus to avoid possible flare- 
ups of latent or pre-existing disorders. 

It stands to reason that a bereaved person will scarcely choose 
such a time to undergo elective surgery. But cases are encountered 
in which someone facing an imminent loss may learn at the same 
time that he himself has developed a malignant condition which 
urgently requires surgery. Postponement of surgery and delay in 
instituting the necessary therapy may turn a possible curable situa¬ 
tion into still another disastrous source of grief for a family 
already saddened by the coming of, or by a current, death. 

When symptoms are noticed or a serious illness is suspected 
in a bereaved person, it is only fair to the living for a relative to 
urge that the family physician be consulted. If the bereaved offers 
too much resistance to a visit to the doctor, the affected person 
can sometimes be prevailed upon to talk to the doctor on the 
telephone, with resultant reassurance. The complaint may be 
temporarily resolved with safety or, if necessary, arrangements 
can be made for an evaluation that would forestall a possibly 
dangerous delay. 

The chief deterrent in situations such as this is the feeling of 
guilt which strikes the bereaved because he may feel he is thinking 
of himself at such a time. It is the duty of relatives to point out 
that this is not a question of selfishness; a person who is ill during 
a time of sorrow is in fact under an obligation not to add to the 
grief of the family by incurring the possibility of a further calamity 
to afflict them. 
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The appearance of disturbing symptoms, therefore, even while 
mourning is in progress, demands proper medical attention; and 
if full care can , in fact, be delayed until the later stages of mourn¬ 
ing have arrived, certainly it will have been worthwhile for the 
sick person as well as for relatives to have found this out. Once 
the third period has begun, the ill person, with the support of 
relatives, should make regular visits to his physician to receive 
treatment for his condition. If there is no need for an operation 
and there is no severe disease, the bereaved would still be wise 
to review in retrospect his state of mind, and relieve both himself 
and his close relatives of any anxiety, doubt, or guilt feelings which 
may have manifested themselves during the difficult days of early 
bereavement. He may find that a medical consultation at this time 
will enormously relieve him. For instance, if a spouse has passed 
on, the bereaved may have fallen prey to a latent fear that an 
hereditary disease may afflict his children; a visit to the physician 
will likely prove effective in easing his mind. 

Surely, if any bereaved person were to think clearly, he would 
realize that the loved one who has died would certainly want him 
to remain in good health. This simple, uncomplicated thought 
should go far toward eradicating unrealistic feelings about self- 
abnegation with respect to maintaining health during the period 
of bereavement. Modern civilization does not countenance the 
practice of suttee, either physically or symbolically, and it is to 
the credit of society that it tends, instead, to classify excessive grief 
as self-indulgence; whereas a sensible regard for the influence of 
the neglect of self on his relatives should move a bereaved person 
in the direction of seeking help when help is needed. Thus, instead 
of denying life, he affirms within himself that the love of the lost 
one has remained with him, not as a pull toward self-destruction, 
but as a beacon to reach for in the effort to fulfill the wish it 
undoubtedly expresses for his continued health and well-being. 



Physiological Aspects 
of Depression 

Jerome Steiner, John F. O'Connor, and Lenore O. Stern 


Depression is an emotional experience; it is generally a response 
to loss. It may arise from the loss of a person or an object closely 
related to self; it may consist of a subjective loss of self-esteem, 
of love or affection. 

A “normal” depression with both somatic and psychological 
components follows such events. The individual feels despondent, 
distressed, and, at times, over-irritable. There may be difficulty in 
eating and sleeping; there may be a loss of interest in normal 
activities, but usually, routine occupations and relationships are 
not interfered with. This type of depression is best described as a 
“grief reaction.” It is self-limited and short-lived, disappearing 
within two to eight weeks and requiring little, if any, intervention 
by a physician. 

The “pathologic” depressions do not resolve spontaneously 
and require more than time itself for their relief. They are divided 
into three general types: (1) a retarded depression, (2) an agitated 
depression, and (3) a depression characterized by somatic symptoms 
or behavioral manifestations, such as excessive alcohol intake, the 
use of drugs or anti-social conduct. 

Retarded depression is best described as a generalized “slow- 
ing-down” period. The tone of the individual's feeling is one of 
sadness and fatigue. He moves and thinks slowly, has difficulty in 
sleeping and frequently finds that he awakens very early in the 
morning. His appetite may be poor. 
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In the agitated form of depression, an innate sense of sadness 
and despondency is mixed with feeling states of fear and anger. 
Although this syndrome, too, is characterized by autonomic dys¬ 
function, the pattern is markedly different from that seen in the 
previously described retarded depression. Activity increases and 
body weight may either be gained or lost as the appetite fluctuates. 
Dyspepsia is present and, frequently, diarrhea or constipation. 
Women may stop menstruating and men may become impotent. 
On the other hand, the individual can well have a marked in¬ 
crease in sexual activity. The individual is hyper-irritable and tense 
and at times he will tell you that he is “ready to explode” or to 
“jump out of his skin.” 

The third major type of depression is that wherein the feel¬ 
ing state is hidden and is represented by various somatic symptoms 
or by antisocial activities. Excessive preoccupation with heart 
function, digestive system and other body organs is frequently 
apparent. 

In summary, depression may be described as a feeling state 
of sadness, fear or fatigue, or combinations of these, accompanied 
by sleep disturbance, digestive disorders, nervous and muscular 
impairment, and various other somatic complaints. This collection 
of symptoms is not unique, and the physician must differentiate 
true depression per se from other medical illnesses. There is no 
doubt that depression is not just a “state of mind.” It is a general¬ 
ized illness which follows the rules defining all other medical 
illnesses, and, like others, it is both incapacitating and painful. 
Fortunately, there are various forms of treatment available that 
have proven effective in its amelioration. 



The Special Needs of 
Bereaved Children 

Soil Goodman 


The question arises constantly about what we should tell a child 
when death occurs. Should we avoid acknowledgment that the 
person has died? Should we present the idea that the lost one has 
“gone away?” Should we suggest that he became ill and had to go 
away to a hospital or to some place where he could recuperate and 
become cured, hoping that, by this continued absence, his memory 
would gradually fade away and the child would come to accept 
the absence as being the norm? All of these evasions merely indi¬ 
cate the uncertainty which the adult has about the child's capacity 
to deal with reality situations. 

It is possible to explain to a child that the process of growing 
up and dying, as one sees it repeated in flowers, in trees, through 
the spring and summer seasons, only to be followed by death in 
the fall and winter seasons, is a phenomenon that occurs through¬ 
out nature. The child is able to grasp this concept and to recognize 
that the same sequence occurs in plants, in animals—and in human 
beings. The manner in which the adult presents these facts de¬ 
termines how the youngster will accept the explanation. If the 
adult is reassuringly direct, simple, and clear in his descriptions, 
without being lurid, gruesome, or terrifying, the child can accept 
the phenomenon, knowing full well that there is adequate support 
from the person who is explaining it, knowing that there can be 
support from others in the immediate family and in the related 
families. 
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What is most important is the reassuring aspect that death is 
not imminent, that statistically, adults usually live to a reasonable 
age. One can demonstrate, by pointing out people whom the 
youngster knows, that there is a certain longevity, and that only 
under unusual circumstances is a life span shortened or terminated 
abruptly. 

There are those who advance the concept that, in order to 
orient a child as completely as possible to reality, one must present 
the facts of death in a simple, direct, unreserved fashion. There 
are those who would propose that the youngster see the dead body 
so that the reality of the death is concrete. In any description or 
elaboration of the death process, it would seem that one must 
individualistically consider the capacity of the particular child to 
understand and to absorb various phenomena. It would seem that 
any youngster younger than an adolescent ought to be spared 
some of the more startling, gruesome facts and exposures, if 
possible. You can explain the funeral to a child without his neces¬ 
sarily having to attend and participate. It is also important to 
convey the idea that one can retain the memory of someone who 
has died without having to visit a particular plot of ground and 
witness a particular piece of stone. 

To feel sad or melancholy when one has lost someone who is 
close is not abnormal or unusual. You should help the child to 
recognize that these feelings are within the norm and they can be 
experienced. You should not cheat the youngster of going through 
this experience by sending him off to a holiday spot or to activities 
that would completely take him away from this reality. By the same 
token, however, it is important that he be supported so that the 
experience is not an overwhelming one. Much, of course, depends 
upon the attitude of the remaining adult and how he himself reacts 
to this loss. It is extremely important to the learning process and 
the youngster’s development that he recognize that one can have 
a loss, be saddened by it, and not “go under.” 



Avoiding the Mistakes 
in Bereavement 

James P. Cattell 


The bereaved, confronted as he is by a definite disruption of his 
daily life and landmarks, may be tempted to pursue unrewarding 
activities. These can be classified in two major categories: (1) those 
activities that lead nowhere or are essentially destructive, and 
(2) failure to undertake those activities that are potentially in¬ 
volved with personality growth and constructiveness. 

The quicksands to be avoided can be listed, for convenience, 
under two heads: 

1. Bitterness and withdrawal: the flight into loneliness; and 
the temptation for self-destruction by self-medication with alcohol, 
sedatives and other drugs. 

2. Pseudo-involvement: a flight into activity marked by social 
and sexual promiscuity; forced and self-seeking entanglements with 
family; superficial engagement in various areas; absorption in re¬ 
ligion or politics, or devotion to the health-illness axis. 

The more definitive paths that can be pursued, but that one 
is tempted to avoid, provide two other routes that can be followed 
more or less simultaneously: 

1. Active participation in meaningful and realistic personal 
activities. When one is ready, activities should be expanded to 
include some scheduled service or academic pursuit or both. The 
bereaved can find a structured situation for intellectual stimula¬ 
tion, and, at the same time, find others who share his interests. 

2. Seeking psychiatric consultation to determine the possible 
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need for psychotherapeutic and pharmacological treatment. In con¬ 
versations with a psychiatrist, one can obtain a more realistic per¬ 
spective on his problems and the extent to which his efforts to 
solve them have miscarried. If he has unwittingly pursued some 
unhealthy bereavement patterns, this can be recognized. Then the 
opportunities for more positive and rewarding action can be enun¬ 
ciated and undertaken. 


To the Bereaved of a Suicide 

Edwin S. Shneidman 


Local mental health facilities should provide services not only 
to mollify grief but for drawing off, handling, exploring, ventila¬ 
ting, and repressing the negative side of griefs coin—shame, anger, 
guilt, and hopelessness—in those bereaved by suicidal deaths. Only 
in this way can we practice prevention against next year's or next 
decade's inner ravages of tormented souls. 

The first need of the bereaved person may often be his need 
for help to get help. In this respect, his physician, his pastor, 
priest, or rabbi, his attorney, or other knowledgeable friends can 
guide him to the resources within the community where he can 
receive appropriate psychological assistance. The potential help¬ 
fulness of the psychiatrist or clinical psychologist, seen even on a 
limited basis, should not be underestimated. For the survivor, the 
period immediately following a suicidal death is a very special one 
in which forgotten memories, repressed wishes, and tabooed thoughts 
can run riot under the stress of shock. In a few days, they are 
usually repressed, especially if professional help is sought. In his 
own best interests and in the interest of his other loved ones (the 
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children, most often), the important survivor (the spouse) of a 
suicidal death would do well to reveal his deepest anguish and 
fearsome burdens in the sanctuary of a psychotherapeutic 
consultation. [ 

The survivor of a suicidal death must recover psychologically 
on a different level from that of people who have suffered a more 
usual bereavement. Natural, accidental, or even homicidal deaths 
elicit deep feelings of loss, emptiness, sorrow, loneliness, disbelief, 
torment, yearning, anguish, and heartache; in the case of suicidal 
death, these emotions are intensified and aggravated, sometimes tc 
unbearable proportions, by the grim additions of shame, guilt, self 
blame and hostility. The survivor is often obsessed by the thought 
that the death might have been prevented, and sees himself in the 
role of the potential rescuer and intervener who has failed. Thus, 
the suicidal person places his psychological skeleton in the sur¬ 
vivor’s closet. 





Rebirth 
Of The 
Spirit 



Time 


The Editors 


One cannot and should not expect that the passage of time itself 
will heal the wound in the shortest and best manner. It is what 
the bereaved does and accomplishes with this time which de¬ 
termines how long it will take the wound to heal, and how success¬ 
ful the healing will be. 

The therapeutic use of this time involves the reshuffling of old 
thoughts, the introduction of new thoughts and plans, the explora¬ 
tion of new trails in the company of old and new friends, a process 
of weaving the old life into a new one; immersion in all of life's 
interests, activities and responsibilities. Finally, it involves new re¬ 
lationships centered about persons (or one person) to care for, to 
give to ... to love. 

When these active, not passive pursuits—these energies, posi¬ 
tive, not negative—have come to pass within the framework of a 
suitable period in time, the therapeutic results will be positive as 
well. Hope, and with it, life can be rekindled to a bright flame by 
that magic which is all too often referred to as “time alone.” 
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Regaining the Pleasures of Living 


The Editors 


A time must come when one moves into the practical and tangible 
realm of what he can do to help himself advance further through 
the various stages of his grief. A beginning of reentry, however 
tentative or hesitant, into the pleasures of living is an essential 
step toward the ultimate goal of his recovery from the ordeal 
just past. Far from being an act of disloyalty or a sign of love 
forgotten, in truth, this is the greatest tribute he can pay to the 
memory of the lost one—a resumption of living free from the 
haunting pangs of past sorrow. 

In what manner, then, can the bereaved bring himself to look, 
even reluctantly, upon pleasure? First of all, he must rid himself 
of the thought that his life at this stage should be devoid of all 
enjoyment. In the early stages of his grief, he doubtlessly found 
himself deeply troubled with guilt and self-reproach: his loved one 
is gone, but he is still alive and even thinking of peace, happi¬ 
ness, and pleasure. This is the first hurdle to cross, both with and 
without the added pressures imposed by one's own conscience or 
by relatives and the social environment in which he lives. Few 
people who have lost loved ones can escape the social pressures 
from without or subconscious pressures from within which urge 
them to conform to a generally accepted timetable applied to grief 
and bereavement—regardless of their progress or lack of progress. 
Such obstacles can and must be overcome, and it is with the ap¬ 
probation of clergymen, physicians, psychiatrists, psychologists, 
and social scientists that one can approach these stumbling blocks. 

Our world offers an inexhaustible array of diversions—reading, 
music, art, the theater, motion pictures, sports, travel, crafts, hob- 
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bies, television and radio. It matters not how the initial disengage¬ 
ment from the state of bereavement is accomplished so long as the 
mind's total immersion in grief and bereavement is at last ended. 

Eventually, these pleasures cease to yield self-reproach—one 
is no longer brought up sharply with the thought that he is 
allowing himself to be derailed from the main line of sorrowful 
thought which has been occupying his mind without relief. 

In the final analysis, whenever and however one learns anew 
that happiness can be more than the absence of pain, he will have 
at least modestly and perhaps profoundly regained the pleasures 
of living. 


Creative Grief 

Joseph Bess 


All normal patterns of grief are closely related in terms of their 
final transcendence of grief. Creative grief, however, represents a 
different path in the direction of such recovery. Creative grief 
might be considered both as a reflection of an abiding love for the 
deceased as well as the response of a bereaved person who does 
not content himself with only the usual “work of mourning.” 

Creative grief may be expressed, among other ways, by be¬ 
queathing a memorial monument, a hospital bed, a personally 
assembled art collection or a museum exhibit, a library; by organ¬ 
izing a permanent group or society or foundation; by undertaking 
or sponsoring a research program befitting the circumstances, and 
so forth. In still another context, such grief might take the form 
of an artistic creation such as a symphony, a song, a book, or a 
poem inspired by the loved one’s memory. 
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However, it is pertinent to question whether the presence or 
existence of tangible productive works, monuments, or grief- 
inspired gifts to mankind are the sine qua non of creative grief. 
What of him who lacks artistic talents, material wealth, and intel¬ 
lectual interests but who nonetheless experiences genuine grief 
to the depths and core of his being? We must also consider acts 
of the human personality as expressions of creative grief, acts 
which result in the enrichment of the human spirit, heart or soul 
—those acts which have a real and enduring inspirational influence 
on the lives of all who are touched by them. 


An Adult Opportunity: 
Education 

Karl O. Budmen 


At first, grief strikes like a tidal wave, cutting us loose from our 
moorings, and all but drowning us in a private sea of sorrow. In 
time, however, it passes; we find ourselves exhausted and some¬ 
times lost, but alive, and cast up on the dry beach of life. Not 
only must life go on, it does go on, even for the bereaved. But it 
is not the same. A dimension is gone, possibly a pivotal, most 
significant dimension. The bereaved laments, “What shall I do 
now? How shall I continue living without my loved one?” 

In the blindness of our unhappiness, we may miss the obvious, 
for there is a familiar process which can develop, nurture, and 
enrich our lives. That process is called education, education in its 
broadest sense, not merely the narrow world of books and formal 
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instruction. We accept it willingly for our children, insisting that| 
they have the opportunity to become what they are capable ofl 
becoming. But, unfortunately, we often fail to see that the process 
holds as much promise for adults, and that the fruits of that pro¬ 
cess can be theirs as well. 

We have in our culture an expression which perpetuates a 
serious misconception. It is, “You can't teach an old dog new 
tricks." Perhaps not, but men are not dogs; they are men, and 
we do know “you can teach a man new tricks." 

The open door of education can be an invitation to return 
to the living world. Its promise is not that it will fill the hours or 
kill time, but that through its offerings one can learn to use the 
hours and invest time. To learn is to be involved, to be in con¬ 
tact with life, and to be part of it. It is not merely to be xoith 
people; it is to be of people. If education is to be effective, it 
must touch the heart as well as the mind. It must stir the passions 
and kindle the fires of imagination and creativity. It cannot restore 
the dimension which is gone, but it can offer new dimensions, new 
interests, new involvements, and commitments for a reconstructed 
life. It is one of the answers to “What shall I do?" It is a place to 
begin. 



An Adult Opportunity: 
The Library 

Roy D. Miller, Jr. 


The suffering of the bereaved comes not only from loss of a loved 
one but also from the emptiness that follows, and from the be¬ 
wilderment of not knowing what to do next, or how to do it, or 
where to turn for help in planning for the future. With the help 
of family and friends, the emptiness can, at least initially, be al¬ 
leviated. But there are often periods when the bereaved may want 
to “get away ' 1 from the role he must assume when near those 
who are aware of his loss. In this situation, a service can be 
performed by the public library which is not often considered. 
Specifically, it is simply a place where one can go. 

Many seek a place where they can get lost in the anonymous 
“crowd” and be alone with their private grief. The library is a 
public service unit where one can go to be among people, 
but not with them. But while pointing out this quiet place into 
which one can retreat from the noise and confusion of daily life, 
this rather negative form of service must not overshadow the 
positive and active side. 

We are speaking here of a public service unit staffed by trained 
specialists; a public service unit whose doors are open, and whose 
facilities are freely accessible to all. 

Library materials are not the sole answer to solving the uni¬ 
versal human problem of grief; there is no one answer or solution. 
But there is comfort in the communication possible by reading the 
words of one human being to another. Grief is a human condition, 
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but it is not a permanent disability for the normal individual who 
consciously seeks a way out of despair. For some, relief comes from 
articulating thoughts, doubts, and fears to friends, relations, clergy¬ 
men, or professional counselors. The mode used depends on the 
degree of grief, and on the availability (physical or monetary) of 
counselors. But the library, open to all regardless of financial or 
educational status, is at least able to contribute in part to a pro¬ 
gram for rehabilitation. 

Because grief is such a personal experience, no one compiler 
could possibly offer a list of books which would meet the require¬ 
ments of even a small number of those seeking help. No matter 
what kind of material you are looking for—inspirational, senti¬ 
mental, or even cynical—there is something available to fill almost 
every need. The tastes and requirements of man are as widely 
diversified as man himself, and the public library is stocked to 
satisfy most of these. But do not, however, be easily satisfied. 
Whether your requirement is vocational, avocational, or recrea¬ 
tional, if you choose wisely, a book can be a precious balm. 
Search for the book and the author who speaks to you in your 
own language. Looking at pages filled with type arranged in 
orderly rows can offer little help, except for the passing of time, 
unless there is real communication between the writer and you. 
If there is communication, you will know it. New ideas and con¬ 
cepts will demand some accommodation on your part, and may 
spark some rethinking, whether the thought is something with 
which you can agree or not. For the bereaved, an active mind 
diverted from the thoughts of the moment can bring relief in a 
surprisingly effective way. 



Poetry’s Message for the Bereaved 


Sandra Bess 


How can poetry help heal the wounds of sorrow and bereave¬ 
ment? How can poetry offer the grief-stricken an enduring con¬ 
solation to soothe the desolate and despairing soul? 

The poet is a man who suffers with all men. He sings of man’s 
fears and hopes, his courage and weakness, his joys and sorrows, 
and mirrors them in poetic requiems that lament of death and 
denounce it, that rejoice in life and extol it. His words are deli¬ 
cately poised and graceful, his images capture forever a moment 
in time, and his discordant inner voices are brought into a har¬ 
mony that transcends mortality, death and grief. 

The poet, with his strokes of beauty, can transform mourning 
into morning. He can rise above external defeats and turn them 
into internal victories. The poet’s struggle with sorrow and woe 
permits him to rejoice even in his despair. Through words that 
gently caress, he invites us to hear with him the movement of 
the stars, to see the other side of the mountain, to taste the wine 
of miracles and touch the wings of angels, thus leading us from 
darkness into light. Poets are not merely the ministers to grief 
and woe, they are the minstrels of Life, Joy, and Hope, whose 
quiet voices soothe and bless. 
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The Pet and Bereavement 


Boris M. Levinson 


The very young child readily accepts the proffered explanation 
that death is similar to sleep. Like primitive people , 1 he, too, 
cannot conceive of death as total destruction. 

The child feels, however, that this new state of immobiliza¬ 
tion is much more intense and is not voluntary. He hears vague 
and confusing explanations that he senses conceal some horrible 
truth. 

Many children, like members of some preliterate tribes, can¬ 
not conceive of death as a natural, lawful event, of its being 
involuntary. They feel that someone is responsible. 

Children can participate in mock funerals and reenact the 
death of their pets in an attempt to master their fear and to under¬ 
stand their emotions. They bewail their loss, act out their feelings, 
learn through their play activities what the realities of burial are, 
curb their inordinate fantasies, and try to master their own 
anxieties. 

Later, when the child replaces his pet, he learns that life 
must go on. The death of a pet, therefore, serves as a sort of 
emotional inoculation against the inevitable traumata that will 
occur when the loss is that of a person. 

Introducing a pet into families that face the threat of the 
loss of a parent can, in many cases, prove to be a valuable measure 
of mental hygiene. The pet gives the child a living companion 
that will not usually be a competitor for the surviving parent's 

1 Jensen, A. E.: Myth and Cult Among Primitive Peoples . Chicago, 
U. of Chicago Press, 1963. 
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affection. Even more important “the dog represents a protector, 
a talisman against the fear of death, which is first experienced as 
separation anxiety.” 2 

It is, in addition, most important for bereaved children to go 
through a wholesome mourning experience, to be provided with 
an opportunity to assimilate their trauma and break the cathexis 
with the loved one. This becomes particularly desirable when the 
surviving parent is unable to accept death as final. Then, the pet 
may play a crucial role by providing the child with a sympathetic, 
nonjudgmental listener before whom the child may become im¬ 
mersed in his grief and speak unabashedly and repeatedly about 
the beloved parent, or evaluate his own guilt in bringing about 
the death, often with great amelioration of his distress. 


What Does the Future Hold 
for the Bereaved? 

C. Murray Parkes 


Why is it that some people who have suffered a major bereave¬ 
ment find it so hard to look to the future—so difficult to stop pin¬ 
ing for what is gone? To answer this question I think we have 
to understand something of the nature of grief. 

Human beings who suffer a bereavement have a deepseated 
need to search restlessly, to call out, to attack anything which gets 


2 Heiman, M.: The relationship between man and dog. Psychoanal. 
Quart., 55:568-585, 1956. 
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in the way. We know that such behavior has no hope of success; 
we also know that society frowns upon the expression of un¬ 
restrained emotion. And so we turn our grief inward. Instead of 
going out and searching for the one who has gone, our minds 
turn again and again to the events leading up to the bereave¬ 
ment, as if, by so doing, we can alter what has happened. In us, 
the animal’s unrestrained call is stifled into a sob and the anger 
and bitterness which we feel are either turned against ourselves 
for some trivial reason or directed against others, often those 
closest to us, whom, in some small way, we can blame for what 
has happened. 

In this frame of mind, the bereaved person may refuse offers 
of help, turn away from the world, and try to find some way of 
avoiding the pain and frustration of grieving. It is sometimes 
necessary, for practical reasons, to postpone grieving for a while 
—to pretend that the disaster has not happened until after arrange¬ 
ments have been made and the social aspects of the funeral are 
over and done with. Even for the strongest, it may be difficult to 
believe in the reality of what has happened: we keep expecting 
the lost person to return; we may even hear his footstep on the 
stair or, in our half-waking moments, see him nearby. I mention 
these things because some people are alarmed by them and think 
they may be signs of mental illness. They are nothing of this sort. 
The sense of being close to the lost person, which is experienced 
by so many widows, is evidence of the persistence, in each of us, 
of an echo of the people we love. The longer a couple are married, 
the more alike they tend to become. Since husband and wife share 
the same world, they come to view it in the same way. Each, to 
some extent, takes in a part of the other, and it is this shared 
identity which persists after one of them has died. After the 
tragedy has occurred, the survivor may feel as if a part of himself 
has gone, too, but this feeling need not persist. Eventually most 
bereaved people are able to realize that the part of themselves 
which was bound up with the lost person is not also lost; there 
is a very real sense in which each person leaves his imprint on 
the world and in the hearts of those who loved him. 

There are a number of reasons why some people find it hard 
to make a new life for themselves after a bereavement. 

First, there are the people who, at some level or other, have 
never given up hope that their lost one will return. 
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Then there are the people who feel a need to make reparation 
to the dead for some wrong which they have done. Perpetual grief 
can become a form of self-punishment, as if one were to say, “See 
how much I suffer—that proves that I loved him.” 

Another mental attitude which can prevent adjustment is 
persistent anger. I have described how the bereaved person often 
turns away from the world or bitterly rejects the overtures of 
friends. He acts as if he had been unjustly punished for a sin 
which he did not commit. “If this is what the world is about. 
I'll have nothing more to do with it.” 

Akin to the bitter one is the person who is afraid to look 
forward. He seems to say, “I'm not going to run the risk of being 
hurt again.” 

How can a person begin to take a more positive attitude? 
In almost all cases the answer is clear: by having the courage to 
face reality, by having the courage to change. All change is pain¬ 
ful, and the change necessitated by a major bereavement is one of 
the most painful of all. It is hard to give up the plans and hopes 
of a lifetime; but it is only by looking to the future that one can 
fulfill the promise of the past. 



How Young Widows Have Coped 
with Their Problems 

Tamara Ferguson 


When a group of widows were asked [in a recent survey] what they 
had learned from their bereavement, one-third replied that they 
had not learned anything or only that their loss had made them 
realize how difficult life could be; that their bereavement had 
made them feel insecure about the future. 

To the contrary, two-thirds of the widows, however, made a 
positive statement. Several asserted that they were glad that they 
had developed their initiative and had become more independent. 
Others similarly expressed a belief that they had become more 
mature; they felt they had become more understanding of other 
people's suffering, realized how kind people could be, had learned 
to accept their tragedy, go back to work, live alone, and like it. 
They were also asked what advice they might give another widow. 
A third replied that each widow is an individual and that her 
circumstances are unique. Two-thirds of the widows, however, 
made positive suggestions. They believed that a widow could 
increase her own self-confidence if she would keep up a routine, 
accept her loss, plan ahead, act accordingly, go to work, and meet 
people. Thus it seems that the widow has the choice between be¬ 
coming bitter and believing that she will never again know happi¬ 
ness, or, accepting her destiny and, through her suffering, become 
a stronger and more mature individual. 

All these young widows faced some common problems because 
the structure of their family life had been transformed by the death 
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of the breadwinner, and although each person is an individual and 
her circumstances are unique, certain conclusions can be made. At 
first the widow is plagued by feelings of shock, unreality, bitter¬ 
ness, guilt, loneliness, questioning of her faith, and especially the 
problem of acceptance of her fate. It takes time for her to work 
through these various feelings, and they cannot be uprooted by any 
quick decision or move. She also needs time to determine what 
her new needs and those of her children are going to be. She has to 
realize that a change of residence, in particular, is a complex and 
difficult decision to make and that she has to plan very carefully, 
not only whether she is going to give up her house or apartment 
but also where she will go if she decides to move. She has to be 
aware before going on a buying spree or when budgeting that 
she has to spend money according to her income, and that her 
capital is in most cases a limited amount of money. She has to be 
conscious that her own needs and those of her children are differ¬ 
ent and that both require fulfillment. She should be careful neither 
to smother her children with love nor to be unaware of their 
problems, nor expect them to have the same maturity and life 
experience as adults. The widow who plans to go back to work 
has to ponder whether or not, through retraining, she could pre¬ 
pare herself for a more interesting and enjoyable job than the 
one she can get without training. The widow has to be warned 
that living only with past memories can be stultifying, and that 
although it might require a sustained effort on her part to retain 
relationships with old friends and be in a state of readiness for 
meeting new people, this effort may help her to gain a broader 
perspective on life and to increase her self-confidence as a worth¬ 
while individual. 

Finally, it can be said that remarriage is a highly individual 
question, and that the widow should not let other people deter¬ 
mine for her whether she should or should not consider it. She 
alone can determine if a suitor is the right match for her. What 
makes it difficult to offer more than limited guidelines to young 
widows is that each has her own values, interests and activities; 
a quality which one woman might have found endearing in her 
husband may have been a source of worry to another woman. 
Thus, each widow has to find and decide for herself what her goals 
are at this particular stage of life. 



Widowers With Teen-Age Children 


Helen Wargotz 


I would like to offer some practical guidelines for fathers who find 
themselves in the challenging situation of raising children on their 
own. They should keep the following in mind: 

1. The greater the amount of contact between parent and 
child, the more easily will the child be helped in adjusting to his 
new family situation. If possible, therefore, all mealtimes should 
be spent together. Table talk should be encouraged about activities, 
interests, ideas, experiences, concerns and problems. 

2. In families with very young children, e.g., three through 
six years of age, and in those with only one child of any age up 
to 20, a father should make sound plans for involving substitute 
maternal figures in the child's life. A maid or housekeeper is 
generally inadequate in such a role, and cannot be relied upon 
for the necessary long-term contact with children. 

When such maternal women are unavailable from amongst 
one's family or friends, a specially selected college student (for 
very young children), a “Big Sister," or a professional counselor 
should be considered by fathers for regular contact with their 
children. 

3. If not before, the father should within a short time of the 
mother's passing away, plan a full program of activity for and 
with his children's participation. The program should involve 
club, sports and other supervised after-school activities. 

4. Weekly socializing with family and friends in their own 
and other homes should be arranged regularly. 

5. Wise fathers will recognize their need for further under¬ 
standing in the realm of child-rearing. Our society has not pre- 
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pared them for the traditional maternal role of raising children. 
Consequently they should consider a "check-up” study of their 
family's functioning as great a necessity as the routine visit to their 
doctor for medical checkup. The Allied Teenage Guidance Serv¬ 
ice in New York implemented this "check-up” service. It may help 
fathers to know that of the seven men in our study who secured 
help, the majority were holding high level positions with such 
organizations as the United Nations, Time Magazine, Metro¬ 
politan Hospital, etc. Yet they were able to acknowledge their 
limitations in the realm of child-rearing. 

From the data I have available, I believe it is important for 
fathers generally to consider their manner of socializing with 
women and their plans to remarry, with the assistance of an ob¬ 
jective professional. Children react strongly and unhappily when 
fathers start dating very soon after a mother dies. In addition, 
depending upon the children's age and degree of maturity, harm 
may be done when fathers keep late hours away from home or go 
off on weekend trips without informing their children where they 
can be reached. 

In addition, seeing their fathers dating young women often 
evokes troubled feelings in their adolescent daughters. It is only 
fair that fathers should build a new life for themselves. Yet while 
the children are still dependent on them and a part of their 
household, the father must bear in mind that their feelings will 
be affected by the manner in which he reconstructs his life. 

It behooves a father to consider his children's emotional needs 
and to recognize any sign of maladjustment. Otherwise the family 
structure, without its other pillar of strength, the mother, is certain 
to be shaken or fall apart. 



The Social Worker 
Can Help 

Elizabeth R . Prichard 


Establishing and maintaining a meaningful sensitive relationship 
is basic for the social worker to meet needs of the dying patient 
and his family and to continue with necessary plans after death 
occurs. 

Social workers plan well ahead whenever possible. They ob¬ 
serve and evaluate family relationships to decide who will be able 
to assume responsibility, and share these observations with the 
physician so that together they can make appropriate plans. 

When death is expected, some preparation is helpful, al¬ 
though the feelings of the family may make such preparation 
difficult. Many physicians refer parents and responsible family 
members to the social worker. One evening a physician gently 
broke the news to a sixty-year-old woman that her widowed daugh¬ 
ter had a serious malignancy and might not recover. He suggested 
that she see the social worker the next day to help plan for the 
care of her grandchildren. Because she was deeply shocked, she did 
not fully comprehend everything he said. One of her sons had been 
killed in an accident and another was now serving in Vietnam, 
and she did not know how she could tell her husband of this 
further sorrow. Feeling the need to talk with someone, she went 
to the Social Service office at once. A social worker, who happened 
to be there, noted her stricken look, and urged her to discuss 
her problem. Thus a beginning was made in terms of understand¬ 
ing a problem to be faced by two older people who needed com- 
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passion and understanding to help them through their ordeal. 
Definite plans could not be made at this time nor were they 
necessary, but a warm, human relationship was established and 
the assurance of needed help given. 

After death occurs family members may need help to rebuild 
lives. While social workers may be most active at this time, they 
do not force their help but are available and alert to act quickly 
if the situation indicates it. 


Homemaker Service to 
the Bereaved Family— 

A Child Welfare Responsibility 

Elizabeth Stringer 


The death of a spouse inevitably requires major changes and 
multiple adjustments within the family unit. When there are 
children involved, adaptation to the changed family circumstances 
and roles is extremely complicated. 

The child welfare agency, with its conviction that families 
should remain together if at all possible, has a responsibility to 
provide homemaker service for families in danger of separation 
following the death of a parent. The homemaker, going into the 
home each day, is able to keep the family intact by performing 
the daily tasks necessary to keep the household functioning and 
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to assist in caring for the children. The caseworker, who precedes 
the homemaker, and who supervises her work, is able to help the 
family members with the practical and emotional problems of 
adjustment. The widowed parent is allowed time for a period of 
grief and mourning, and to begin gradually making permanent 
plans for the family. Such plans may range from a supervised 
school and after-school program to a decision as to whether or not 
foster home placement is the best long-range solution for the chil¬ 
dren. Whatever the eventual plan is, however, the homemaker 
service gives the family time to adjust to its loss. It explores a 
variety of solutions for the necessary adjustments and moves ahead 
according to a definite plan. 

Reaction to bereavement obviously cannot be measured in 
terms of intelligence, economic level, or quality of the marital rela¬ 
tionship. Homemaker Service provides a firm support for the 
widowed parent and relieves him of the burden of practical man¬ 
agement of the household. In addition, it provides him with a pro¬ 
fessional caseworker to whom he can express his grief and feelings 
of guilt, and with whom, without pressure and anxiety, he can 
test various plans for the future. Gradually, he can begin to ex¬ 
perience the restoration of feelings of worthiness, self-confidence, 
and hope. 



Family Service Agencies and 
the Crisis of Death 

Sidney Paul and Mary Woods 


It is important for the social worker to help the family members 
go through the ordeal of loss and to allow the dying patient the 
opportunity of sharing what is happening to him. The family, too, 
must be helped to recognize and give vent to their fears, their 
despair, and their bitterness. 

Sometimes a depressed family member will contact the Family 
Agency, fully aware that he is grieving, and ask for help in finding 
relief. In other instances, a family will seek concrete services related 
to the death, such as homemaking assistance or financial aid, and 
only then it becomes evident that help is needed to deal with the 
many feelings and family changes that the survivors must face. 

Families must become increasingly aware of the importance 
of facing death more directly and in a manner which will allow 
the necessary expression of mourning. When it is found that this 
cannot be done alone, the wisest course would be to seek profes¬ 
sional help before grief is suppressed and undermines the family’s 
health in distorted ways. 

The Family Service Agency, which has as a primary purpose 
the promotion of harmonious family relationships and healthy 
personality development, is frequently called upon to work with 
various aspects of problems related to dying and bereavement. 
Although the families, their circumstances, their reasons for seek¬ 
ing help, and the stages at which they apply to the agency can 
differ greatly, the common element involves the necessity for 
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families to be able to express their many intense feelings associ¬ 
ated with impending death or with grief for a member who has 
died. 

More specifically, social workers in Family Agencies work in 
three major areas: (1) treatment of the family member who is 
facing death; (2) preparation of family members for the death of 
another; and (3) working with individuals and families whose 
conflicts in connection with the loss are yet to be resolved so that 
mourning may be completed. 

Despite the medical and popular tendency to suppress any 
questions the dying patient may have about his condition, there 
is increasing evidence to support the proposition that patients 
frequently suspect they will not get well again, but are prevented 
from airing their concerns by doctors and relatives. In such in¬ 
stances, the Family Service Agency may be of help if the existence 
of the need is recognized. 


Senior Citizen Centers 

Ruth Ginzler 


At senior centers, the opportunity to prepare for the loss of a loved 
one is a rare occurrence; it is usually "after the fact" that the 
center enters the picture. Most inquiries are initiated by a call or 
visit from the son or daughter who has lost a parent, inquiring as 
to what can be done for the surviving one. The parent may be 
morose, withdrawn and subject to feeling that no one cares about 
him. The family wishes to keep the parent nearby but occupied. 
This is where the senior citizen center fits in. 

Senior citizen centers, or Golden Age Clubs, as they are often 
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called, are as varied as the communities they serve. Some are ho¬ 
mogeneous groups by preference, some represent a cross-section 
of the community, some meet once a week, some twice, some every 
day. Many are run by volunteers with the emphasis on recreation; 
others are highly structured with the basic philosophy of re- crea¬ 
tion and, therefore, conduct a comprehensive program. 

Some of the regularly scheduled programs in most large centers 
are: sewing, bridge and other card games, discussion groups, teach¬ 
ing of ceramics, arts and crafts, creative stitchery, painting, mil¬ 
linery, bingo, wood-working, or exercise and dancing, all conducted 
by qualified instructors. Special programs once a week feature 
speakers, arts and films, and, once a month, a birthday party is 
held for members whose birthdays occur in that month. Field 
trips are becoming a popular and enriching activity for retired 
people. 

To accommodate those who do not drive, and because mobility 
for the older person presents a problem, volunteer drivers often 
arrange to pick up members, usually at a central point, to bring 
them to the centers. 

Centers with kitchen facilities usually depend upon senior 
volunteers to prepare luncheon sandwiches at a nominal charge, so 
that those wishing to spend the day at the center may do so. Some 
centers have libraries and members are urged to borrow books to 
read at home. A newsletter (sometimes written or edited by seniors) 
is sent regularly to members and interested persons detailing the 
scope of the program. 

Involvement in activities serving the local community and 
environs is an important function. A most endearing program at 
a certain Adult Community House is the work done in the 
creative crafts with the children of a school directly across the 
street from the center. The average senior center is like all large 
families, made up of individuals, each seeking his identity but 
anxious to be one of the whole. 

Ideally, a widow or widower is brought by a friend rather 
than a son or daughter, since this is built-in assurance that he or 
she will not feel alone, apart, or disturbed if not immediately 
surrounded and welcomed. To overcome “aloneness,” what is most 
important? Someone to listen to us and to be interested! 

If you’re old, be bold. The elderly have the unique oppor¬ 
tunity to try new things without being down-graded. In fact, you 
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can teach an old dog new tricks, new techniques, new ideas—if he’s 
willing to learn. Latent talent abounds. 

A rich area lies ahead, the panoramic foreground of which is 
the past experience of family, friends, fortunes—and in the dis¬ 
tance, peaks of accomplishment by way of exploration of new 
skills and talents never before tapped, new relationships, and 
independence of thought and action. 

Time and time again it has been demonstrated that senior 
citizen groups are instrumental in helping a member emerge from 
the paralysis of grief to become a living and participating person 
once more. For those who find their way to such centers, the 
rewards are limitless. 


Remarriage 


A PHYSICIAN’S VIEW 
Frederic P. Herter 

It has been my observation that the happily married individual 
is the first to become remarried after the loss of husband or wife. 
This appears at first paradoxical, but I think the explanation can 
be found in the fact that these people have become dependent on 
a totally shared existence for their happiness. Grief at their loss 
is soon supplanted by a renewed need for both giving and accept¬ 
ing love, and it is not surprising to find that these second marriages 
are usually extremely happy ones. It is also not surprising that a 
certain degree of guilt accompanies the second courtship and the 
initial phases of the remarriage. Months before, it seemed quite 
inconceivable that any further personal relationships could ever 
be entered into. To love another, fully and with intensity, ap¬ 
peared impossible. Did not such a new relationship, in fact, lessen 
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or negate the validity of the shared happiness of the first marriage? 
Was not that first love a hollow and transitory liaison, to be for¬ 
gotten and violated at the first opportunity? Could not a new 
attachment be construed as gross infidelity? The answer of course 
lies in the fact that the capacity for love is infinite in its scope 
and must find some vehicle for expression; it does not die with 
the death of a loved one, but rather reroutes itself into other 
channels. Such is the essential nature of man. 


SEXUALITY AND BEREAVEMENT 
Robert Michels 

Death and sex are two topics that are extremely difficult to 
discuss openly in contemporary society. Both involve strong emo¬ 
tions deeply rooted in the most private areas of one’s life. 

The death of a loved one, any loved one, invariably affects 
one’s attitudes, feelings, and behavior insofar as sex is concerned. 
But the death of a spouse or the sexual partner produces a more 
direct and dramatic effect. 

Grief over the loss of any loved person not only affects atti¬ 
tudes towards personal sexual behavior but also influences basic 
sexual drives. An individual who has suffered a recent loss has 
little interest in his usual activities, including sexual activities. 
This diminished interest in sex is accompanied by an increased 
desire for tender, loving contact with the sexual partner. An under¬ 
standing partner can provide this contact and, as the bereaved 
individual experiences a return of his normal sexual drives, he 
can gradually restore the relationship to its previous pattern. 

The relationship between husband and wife is the most inti¬ 
mate and all encompassing one in our society. When death severs 
this relationship, the surviving partner often reacts in an exag¬ 
gerated form. He no longer has a sexual partner to whom he can 
turn. His pain is intensified since the loss has deprived him of the 
usual mechanism of repair. Even the thought of seeking affection 
or physical love elsewhere makes him feel guilty. 

This problem, like death itself, seems insoluble. The individ¬ 
ual may attempt to deny his sexual feelings or to gratify them by 
means of loveless relationships or masturbation. Even in the absence 
of bereavement such behavior may often be associated with guilt 
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and anxiety. In the setting of grief these responses are accentuated. 
The bereaved's preoccupation with his loss makes it impossible 
for him to take the first necessary step toward the development 
of another sexual relationship until, at the least, he has achieved 
partial recovery from the pain of the loss. 

There is no easy solution. It is useful, however, to regard 
this problem as inevitable and face it openly. The individual must 
maintain his social and family relationships for emotional support 
during the crisis. He must realize that his transiently-diminished 
sexual impulses will be restored and that one of the problems 
which he faces is to find a way to gratify them. He must recognize 
that any possible solution may include patterns of behavior which 
might, consciously or unconsciously, lead to anxiety and guilt. He 
must strive to gratify his sexual needs with a minimum of distress 
and to continue his life as fruitfully as possible. 


A MINISTER'S VIEW 
Joseph C. Landrud 

As we experience release from paralyzing guilt, it is natural 
that we return to life with a steadily increasing eagerness and zest. 
We emerge from the cold deep well of self-confinement into the 
warming sun of revitalizing personal relationships. Before we 
know it, we may even find ourselves in love again. This is both 
wonderful and frightening. It is wonderful because it is un¬ 
expected, unplanned, yet we have the happy realization that the 
void in our lives is filled with new love. But it is frightening to 
acknowledge that it has actually happened, frightening to admit 
to ourselves that we are in love again. 

Such a new love may seem to minimize or even cheapen the 
love we felt for our now-deceased mate. True, by this time we are 
freed of the guilt in connection with that earlier death. But now, 
by virtue of our new love, we may begin to feel guilty about not 
feeling guilty. 

The way out of this seeming impasse is to return in medita¬ 
tion to the quality of our love relationship with the departed. Was 
that love relationship truly free, spontaneous, self-giving and life- 
affirming? If so, it is without end and nonlimiting. It is no healthy 
testimony to the quality of our love for someone to say that when 
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he or she died our ability to love also died. Authentic love which, 
in its deepest form is the love of God expressed through us to all, 
without limit and without end, could certainly find a new object 
in the world around us. It is this deep and limitless love that 
truly makes us free. 


FINDING FULFILLMENT IN REMARRIAGE 
David B . Maxwell 

To a person who is experiencing the anguish of grief at the loss 
of his spouse, the idea of remarriage may seem not only disloyal 
but also almost blasphemous. Yet, such a consideration may be 
inevitable for the sake of children or because of one's own basic 
need for intimate companionship. The conflict of these two con¬ 
siderations makes a careful scrutiny of this subject imperative for 
a person attempting to struggle through the grief of such a loss. 

But the consideration of remarriage may go beyond the ques¬ 
tion of disloyalty: it may touch on the person's basic concept of 
life itself. 

To some, the concept of love may appear in terms of an 
emotion which can be measured quantitatively, an emotion which 
is limited and subject to diminution. Love may be conceived of 
as having already been “bestowed” on someone, precluding any 
possibility of being “bestowed” on another. Behind such a concept 
must also lie the parallel idea that the human potential is limited 
and that existence itself is circumscribed and set; that nothing 
can change the boundaries of what we now are or are capable of 
becoming. If this is our concept of life, then it would follow that 
once we have bestowed our love, we are thereafter depleted of it 
and have no more to bestow on someone else. It would also follow 
that such an individual would enter into a new marriage relation¬ 
ship with a skeptical attitude, convinced that he or she did not 
have anything to give, but hoping to make the marriage work— 
somehow. 

The person who grieves at the loss of his spouse must realize 
that although the wish to be rejoined with the loved one is worthy, 
the wish to devote oneself completely to the task of the develop¬ 
ment of one’s full potential to love during life is far more worthy. 
Once this is assimilated, the task of emerging from a state of grief 
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may be speeded, since emphasis is then on life and not on death. 
This emphasis may also help the bereaved partner to see remar¬ 
riage not as disloyalty but as a further step toward the real chal¬ 
lenges of life: the development of the full capacity to love and of 
the human’s full potential to relate to others in love. 


A PSYCHOLOGIST'S VIEW 
Rose N . Franzblau 


Where there has been a good first marriage, the chances for 
a good remarriage are greater. In the original loving relationship 
tensions, disagreements and hurts are worked out amicably. Differ¬ 
ences are taken in stride because the love for the other is great 
and real, and guilt over unresolved conflicts is minimal. 

The person needs to adjust step by step and area by area to 
a life without the departed loved one. When the reality that the 
beloved partner will never return has been accepted, the bereaved 
can feel free to face life again and to want a new love and a new 
marriage. It can be like a cherished theme of love, played now 
as a reprise. 

Engaging again in a love-life gives the bereaved a reason for 
living and strengthens the drive to survive. In a remarriage, each 
brings a lot of the past, old memories, feelings, and attitudes re¬ 
lating to the first marriage, into the new union. Often a most im¬ 
portant living part and symbol of the past are the children of the 
first marriage. These are constant reminders of the first love in the 
other’s life. 

A pair who remarry feel that life has favored them, and that 
they are fortunate to be wanted in love, all over again. After all, 
to the couple, it is a new and gratifying experience which is ex¬ 
pressed physically, emotionally, and psychologically. 

Awareness of the normal problems that take place in such a 
remarriage is the first step toward happy adjustment. The second 
is acceptance of these problems as characteristic of such situations 
and not implying any reflection upon themselves or others. The 
third and final step is putting this awareness and acceptance into 
action, by working out all difficulties lovingly and patiently. 
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Just as the new couple are adjusting to each other, the family 
and friends must adjust to them. They, too, need time to do so. 

When the youngsters in the family see their parents* new life 
continuing and blossoming, their faith in the continuity in life and 
happiness is reaffirmed. Then they can give up the feeling, born 
of their tragedy, that when the life of their beloved parent ended, 
all hope of happiness in their own life came to an end as well. 
In giving renewal to each other, the couple also gives new hope 
and a love of life to their children. 


PARENTS WITHOUT PARTNERS 
Ralph Ober 

It becomes a cruel fact of life that the single parent faces 
various kinds of discrimination. The prejudice takes numerous 
forms. The welcome one has when he is a married parent is 
quickly dissipated, once a mate is lost. Married friends show in 
many ways that they would rather not maintain a close relation¬ 
ship with a person now widowed, divorced, or separated. To the 
married woman, a single female parent represents a kind of threat 
to her own marriage. The lone woman might lure away her hus¬ 
band. To the married man, the converse is true. The unattached, 
formerly married male friend might have covetous eyes for his wife. 

As for children living in one-parent homes, they are made 
aware in many ways that they are different. They feel a special 
status in the community and in school. Their playmates may poke 
fun at them or look down on them because they do not have two 
parents. Married parents of their playmates may lock the door to 
them for various reasons. A number of colleges and private schools 
about the country pry into the lives of children who come from 
single-parent homes. One major state university in New York 
queried applicants applying for admission on their parents* marital 
status. 

Facing such problems and recognizing the need of single par¬ 
ents and their children to find a kind of “way station*’ in their 
period of adjustment following the dissolution of a marriage. 
Parents Without Partners set about the task of developing activ¬ 
ities and programs which would serve a common purpose. 
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The purposes of the organization are basically educational. 
Professional help is employed in numerous chapter activities, 
which include discussion groups on various subjects of special con¬ 
cern to single parents and their children. Therapy for both parents 
and their children is made available. All chapters must conduct a 
broad program of children's activities to comply with the require¬ 
ments of the international by-laws in addition to programs for the 
social and recreational needs of single parents. 


ETIQUETTE 
Elizabeth L . Post 

The question of whether a bereaved person wishes to marry 
again is, of course, a purely personal one. Many people cannot 
conceive of living with anyone other than the one they have lost. 
Others feel this way at the moment of bereavement but gradually 
change their minds as time heals their wounds or their loneliness 
increases. Still others realize shortly after the death occurs, or even 
beforehand in the case of a prolonged illness, that they un¬ 
doubtedly will want to marry again. This is often true of people 
who have been very happily married and enjoyed a relationship 
of mutual trust and understanding. Although they realize that a 
second marriage may not provide exactly the same relationship 
as the first, they are fully aware of the joy and companionship 
that a good marriage brings, and do not wish to go through the 
rest of their lives alone. 

There is no longer any objection, as far as etiquette is con¬ 
cerned, to a widow's or widower's starting to see members of the 
opposite sex as soon as he, or she, wishes. It may be with re¬ 
marriage in mind, or it may be that one enjoys the company of 
the opposite sex. But to become publicly engaged very shortly 
after a bereavement would show little respect for the deceased. 
In ordinary circumstances, a bereaved person should wait nine or 
ten months before announcing an engagement, and approximately 
a year before remarrying. Of course there are perfectly acceptable 
reasons for shortening these times, such as the imminent departure 
of one or the other for overseas military service. But under normal 
circumstances, a reasonable wait serves several purposes: it allows 
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any children involved to come to know the future step-parent; it 
indicates a respect for the deceased; and, most important, it allows 
the bereaved person sufficient time to be sure of his, or her, own 
emotional stability and rational approach to remarriage. 


The Beauty of Remarriage 

Jimmy Durante 


When* the first Mrs. Durante and I were married, we were com¬ 
pletely happy. When she passed away, I felt lost and always had 
the thought in mind that so many things were left undone. 

I became more and more engrossed in my work—the only real 
satisfaction I then knew. 

After many years, I met a young woman, Margie Little, whom 
I grew to love and admire. She became an integral part of my life, 
and after much thought, we decided to marry. 

Even though, for years, I had felt I could never again share 
my life with anyone, I couldn't have been more wrong—for Margie 
and our daughter Ce Ce have given me more joy and daily pleas¬ 
ure than I could ever have dreamed possible. I thank God each 
day for Margie and Ce Ce and for giving me the insight to see 
that life could be even more beautiful than I had already known it. 



Epilogue 


The Editors 


More than one hundred years ago Washington Irving penned the 
short essay entitled “Rural Funerals,” which appeared in his Sketch 
Book. For the Bereaved concludes with these beautifully phrased 
thoughts: 

. . . The sorrow for the dead is the only sorrow from which 
we refuse to be divorced. Every other wound we seek to heal—every 
other affliction to forget; but this wound we consider it a duty to 
keep open—this affliction we cherish and brood over in solitude. 
Where is the mother who would willingly forget the infant that 
perished like a blossom from her arms, though every recollection is 
a pang? Where is the child that would willingly forget the most 
tender of parents, though to remember be but to lament? Who, 
even in the hour of agony, would forget the friend over whom he 
mourns? Who, even when the tomb is closing upon the remains of 
her he most loved, when he feels his heart, as it were, crushed in 
the closing of its portal, would accept of consolation that must be 
bought by forgetfulness? . . . No, the love which survives the tomb 
is one of the noblest attributes of the soul. If it has its woes, it has 
likewise its delights; and when the overwhelming burst of grief is 
calmed into the gentle tear of recollection, when the sudden 
anguish and the convulsive agony over the present ruins of all 
that we most loved are softened away into pensive meditation on 
all that it was in the days of its loveliness—who would root out 
such a sorrow from the heart? Though it may sometimes throw a 
passing cloud over the bright hour of gaiety, or spread a deeper 
sadness over the hour of gloom, yet who would exchange it even 
for the song of pleasure, or the burst of revelry? No, there is a 
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voice from the tomb sweeter than song. There is a remembrance 
of the dead to which we turn even from the charms of living. 
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